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CHAPTER I. 

DISEASES OF THE CONJUNCTIVA. 

OATABBHAL OPHTHATiUffTA—^CMfa Conjunctivitis 
— ^is an inflammation of the conjunctiva covering the 
eye and lining the lids. It may come on without any 
apparent cause, or it may be produced bv rapid alter- 
nations of temperature, or by exposure of the eye to cold. 
Catarrhal ophthalmia will sometimes assume an epidemic 
character, and large numbers in the same locahty will 
suffer from it ; or it will attack every member of a family 
in succession, notwithstanding tnat due precautions 
have been taken to prevent it spreading by direct 
communication. 

Symptoms. — ^A feeling of grittiness, as if dust or fine 
sand were in the eye, with some stiffness of the lids. 
The conjunctiva becomes red, and this increase of vascu- 
larity generally commences from the circumference of the 
globe, and fades as it approaches the cornea. In the 
advanced stage of this affection the white of the eye 
becomes of one uniform red colour. The redness is 
superficial, and of a brighter and darker shade than that 
caused by inflammation of the deeper structures of the 
eye, for which it can hardly be mistaken. There is an 
increased secretion from the surfaces of the eye and lids ; 
at first only of mucus but afterwards of mnco-pus^ EmoAI 
quantities of which will collect in UtWi^ >;>««i\& ^'^^t H^^ 
caruncle at the inner angle o{ tio^Q 03^^ ot ioTca^^e^^^ 
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2 DISEASES OF THE CONJUNCTIVA. 

scabs on the edges of the lids by caking on the eyelashes. 
If the lower lid be drawn down by the finger, one or two 
streaks of pus or lymph will be often seen in the oculo- 
palpebral fold. The patient complains that the lids are 
sticky, and that in the mornmg they are gummed 
together by dried secretion. On looking at the eyes, 
there is a peculiar sticky and gummy appearance which 
is quite characteristic of the disease. There is often 
associated with these symptoms chemosis of the con- 
junctiva and swelling of the lids. The conjunctiva looks 
blown up from the serous effusion into the subjacent 
cellular tissue, sometimes to an extent sufficient to make 
the cornea appear sunken below it. The cornea is clear, 
and the pupil is active. The rapid action of the pupil 
will at once decide that the inflammation is superficial 
and that the iris is not affected by it. 

Catarrhal ophthalmia usually commences in both eyes 
simultaneously, or one eye may be attacked a little in 
advance of the other, but it is seldom that this disease is 
limited to only the one eye. In this respect catarrhal 
ophthalmia offers a marked difference from gonorrhoeal 
ophthalmia, which is generally, in the first instance, 
strictly confined to the one eye. (See GoNOiiKncEAL 
Ophthalmia, page 8.) 

Prognosis. — This affection is usually very amenable 
to proper treatment, and the eyes will recover without a 
trace of the disease remaining. But if no treatment be 
adopted, or unsuitable remedies be used, the conjunctival 
inflammation may extend to the cornea, and corneitis 
with superficial or deep ulcerations may foUow. 

Treatment. — ^The eyes should be bathed every two 
or three hours, or oftener if the case is severe, with a lotion 
of alum, or sulphate of zinc and alum (F. 47, 48, 50), 
taking care that with each application a little is allowed to 
flow into the eyes. A solution of nitrate of silver (F. 22), 
or of chloride of zinc (F, 25), is very useful in catarrhal 
ophthalmia, and especially in those cases where there is 
chemosis of the conjunctiva and swelling of the lids. 
Two or three drops should be dropped into the eje twice 
a day, and every two or three hours, or oftener if neces- 
sary, the eyes should be cleansed from discharge by 
bathing them with a lotion of boracic acid (F. 45). To 
prevent the gumming together of the eyelids during 
sleep, a, UMe unguent, cetacei or vaseline should be 
smeared along their taxBal "bor^ieta e^«n t^^^* ^ ^S^'^k 
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commencement of the attack the bowels should be acted 
on by some purgative, and if the patient is hot and 
thirsty an alkaline or effervescing aranght (F. 66, 68) 
may be prescribed, bat as a rale tonics snch as bark, 
qainine, or iron will be required; and these are given 
with most benefit after the first febrile symptoms which 
often usher in an attack of catarrhal ophtnalmia have 
passed away. 

OHBOKIO OPHTHALMIA maybe consequent on catar- 
rhal ophthalmia, the acute disease subsiding into a chronic 
form, but this is quite exceptional. Chronic ophthalmia 
generally occurs in patients who are below the standard 
of health, and in those who have to earn their living by 
the long -continued use of their eyes at fine work. 

SymptomSk — The eye has a reddish and irritable ap« 
pearance ; it will not face the light without a sense of dis« 
comfort and watering. The caruncle and edges of the 
lids often look red and prominent, and the secretion of 
the mucous surfaces of the lids and ^lobe is slightly 
increased. Beading or fine work soon tires the eye, and 
causes it to flash up. The patient is generally more or 
less out of health, oftentimes used up from want of rest. 

Treatment. — When there is reason to believe that 
over-use of the eyes has been the exciting cause of the 
disease, rest must be strictly enjoined. Close reading, the 
casting up of figures, and all fine work should be forbidden. 
The state of the patient's health should be improved, and 
any irregularity in the discharge of the functions of the 
different organs of the body should be as far as possible 
corrected. 

Local Applications. — ^When there is any extra secre- 
tion from the mucous surfaces of the lids or eye, mild 
stimulating drops or lotions do good. Two or three dro})S 
of the guttae argenti nitratis (£\ 22), or of zinci sulphatis 
(P. 26), may be dropped into the eye twice a day. 
Lotions with alum or with alum and sulphate of zino 
combined (F. 48, 50), are very efficacious ; a weak solution 
of the acetate of lead (F. 52), provided there is no abra« 
sion of the cornea, will be often found very useful. Q^he 
tarsal edges of the lids should be anointed at night with 
a little unguent, cetacei, to prevent their gumming 
together ; or if there is much secretion ftOTDL\£fc^'K^c^- 
mian follicles, the unguent. KydTaTg. mX^T^X^ ^^wN»* 
(P. 129) may be advantageously -ose^. ^Wi >3!tt«tft Sa 
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i DISEASES OF THE CONJUNCTIVA. 

much dread of light, stimulating applications to the e^e 
fail to do good, and are apt to excite considerable irrita- 
tion. In chronic ophthalmia counter-irritation will be 
frequently found beneficial ; a small blister of emplast. 
canthariais, or a piece of Brown's blistering tissue of the 
size of a shilling, may be applied to the temple, or behind 
the ear, and repeated in two or three nights if necessary. 
If the remeoies named fail to afford relief, a seton in 
the temple of a single or double thread of thick corded 
silk will occasionally do good. The seton should not be 
allowed to remain more than three or four weeks, or the 
ulceration at the entrance and exit of the thread may 
cause an unsightly scar. In cases of persistent chrome 
ophthalmia the lids should be everted and carefully 
examined for granulations, as, if the conjunctiva has 
become granular, the ophthalmia will continue until the 
granulanons are cured. (See Gbanulab Lids.) 

PUBTJI^ENT OPHTHALKIA OF KEWLT-BOBN 
INFANTS — Ophthalmia neonaiorum — is one of the most 
important diseases of the eye which the surgeon can 
have under his care. When rightly treated it is one of 
the most remediable, but when neglected, or, what is often 
worse, when unsuitable and improper remedies are used, 
it is one of the most disastrous of all the inflammatory 
affections of the eye. The responsibility of any one under- 
taking a case of purulent ophthaJmia who is not 
thoroughly acquainted with its nature and treatment is 
very great. Many a useful life has been blighted in the 
first month of its existence by irreparable blindness, 
which might have been prevented if the simple means, 
which seldom fail to arrest this formidable disease, had 
been rightly applied. Purulent ophthalmia usually com- 
mences from the second to the seventh day after birth. 
Both eyes are commonly affected simultaneously, but to 
this there are occasional exceptions ; thus, one eye only 
may be involved, or the first eye may suffer twelve or 
twenty-four hours in advance of the second. 

Symptoms. — The first indication of the disease is 
usually detected by the nurse, who notices that there 
is a shght discharge from the eyes, and that the edges 
of the lids are glued together during sleep. In a short 
time, often withm a few hours, the discharge increases 
greaiiy in quantity and changes in quality; it first 
Becomea mnco-puralent, and. ui^imfiA^^t \£ t\v<^ case is 
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severe, is converted into almost pure pus. The eyelids 
now become red and swollen, and their tarsal margins 
caked together, pen np the discharge, which accumulates 
behind the Uds, and streams over the cheeks when the 
eyes are opened. The quantity of pus which literally 
pours from between the eyelids in a bad case, and the 
rapidity with which it is secreted, are very remarkable. 

In the slight cases of purulent ophthalmia the dis- 
charge is of a whitish colour with scarcely a tinge of 
yellow, and it is not veiy abundant in quantity. In the 
very seo&re forms of the disease the discharge is of a deep 
yellow colour and very profuse. Between these extremes 
there are many gradations. 

Prognosis. — When a child suffering from purulent 
ophthalmia is seen sufficiently early, and proper reme- 
dies are rightly applied, recovery is almost certain. It 
should, however, be remembered that cases occasionallv 
occur of so severe a nature that all treatment is unavail- 
able to arrest the progress of the disease, and one or both 
eyes are rapidly and irrecoverably destroyed. In such 
instances it will generally bo found that the discharge 
was of a deep yellow colour, very copious, and that it 
commenced on the first or second day after birth. It 
will also be probably ascertained on inquiry that the 
mother had gonorrhoea at the time of her conhnement or 
leucorrhoea of so severe a type that the discharge wa^ 
yellow and puriform. 

Treatment. — ^The indications for treatment are to wash 
away the discharge from the eye as often as it collects, 
and to use some astringent lotion to arrest the resecre- 
tion of the purulent matter. Lotions of alum, or of 
sulphate of zinc and alum (F. 47, 50), and drops of 
nitrate of silver, are the most useful astringents in puru- 
lent ophthalmia. The lotion which I generally use is 
one of alum (F. 47). The mode, however, of applying the 
remedies is of as much importance as the remedies them- 
selves. The lotion should be gently squirted into the eye 
with an india-rubber syringe with an ivory nozzle, or with 
a small glass syringe, every half -hour or hour, according 
to the severity of the case, the object being to thoroughly 
cleanse the eye from all discharge as often as it is re- 
secreted. This treatment should be pursued by night as 
well as by day. The intervals bctviecii ^^CL^ x^aa ^^. SiQA 
lotion may he increased as the Oiisi^QCC^^^ ^<^t«aL^R» ^ca. 
quantity. The carrying out o£ the&e m^X.xu'cXKoxL^ ^<s^^ 
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be entrusted solely to the nurse, as the mother, so soon 
after her confinement, is unfitted for the duty, and rest 
is also essential for her in order to ensure a due supply of 
milk for the child. 

The easiest way of applying the lotion is ns follows : — 
The nurse should lay the child on her lap, turning its 
head a little to one side or the other, according to the 
eye she is goin^ to wash out. With the thumb and 
finger of her left nand she gently separates the lids, whilst 
with the right hand she squirts a stream of the lotion 
into the eye from the nasal side, allowing it to run away 
from between the lids on to a soft napkin, which she has 
placed under the child's head to receive it. 

If the case be very severe, the surgeon should see the 
child once or twice a day himself, and having washed the 
eye thoroughly from all discharge with a stream of cold 
water, ho should drop into it two or three drops of a 
solution of nitrate of silver, gr. 2 ad aquae 51 » and order 
the alum lotion to be continued as directed during his 
absence. In some cases, where the nurse is very awkward, 
and cannot rightly use the lotion with a syringe, it maj 
be efficiently applied by means of a soft camel's-hair 
brush. From time to time a little unguent, cetacei or 
unguent, iodoformi (F, 133) should be smeared on the 
edges of the lids, to prevent their sticking together. 
^ It occasionally happens in bad cases of purulent oph- 
thalmia that the upper eyelid becomes completely everted. 
This ectropion is due partly to the tendency to eversion 
which is induced by the swollen conjunctiva, and partly 
also to the spasmodic action of those fibres of the orbi- 
cularis which pass over the upper border of the upper lid. 
For the relief of this form of ectropion there are several 
modes of treatment. In many cases the everted lid 
may be returned to its normal position and kept in situ 
by a fold of lint tied over the closed lids with a bandage 
and kept wet with lotio aluminis (F. 47). In very obsti- 
nate cases I have divided the external canthus with a 
pair of scissors so as to relieve the spasm of the orbicu- 
laris, and having replaced the everted lid, kept it in 
position for a few days by uniting it to its fellow by two 
sutures through their tarsal margins. 

Evil results of the Furulent Ophthalmia of 

Jnfants. — The great danger in this disease is lest the in- 

JJawznation which was originally con^ued to the conjunc- 

tira of the iids and globe, sihould e^\«ii^ \.o \Jcl^ <i.cstT3kS»., 
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When this happens, acute comeitis follows; the cornea 
becomes at first hazy, then ulcerates either superficially or 
deeply,or, if the case be very severe, a large portion of it may 
slough. As the result of sach casualties we get nebula, 
leucoma, or staphyloma of the cornea. Each of these 
subjects will bo found fully treated of under their 
respective headings. 

PUBULENT OVHTHAIMl A— Contagious OpWial- 
mia, — To this disease very many names have been ap- 
plied, but the two mentioned are sufficient to indicate 
its nature. This form of ophthalmia is both purulent 
and contagious. It has been called Egyptian Ophthal- 
mia, from its being ever present in Egypt, where the 
severest types of the disease are to be constantly found. 

In its mild form it closely resembles catarrhal 
ophthalmia, for which it m&j be mistaken ; but in the 
worst cases it almost equals m severity the gonorrhceal 
affection of the eyes. 

Purulent ophthalmia commences with a slight dis- 
charge from the eye, and swelling of the lids. The 
discharge soon increases in quantity, and becomes puri- 
form, the conjunctiva gets chemosed, and the lids grow 
red, shining, and oedematous. If the disease progresses 
unchecked, the cornea first becomes cloudy, then ulcerates, 
or portions of it slough, and the eye is destroyed. The . 
peculiar tendency of purulent ophthalmia is to attack 
masses of people who are congregated together, and 
living without due attention to cleanliness and ventila- 
tion. Hence it is that the disease has frequently 
broken out amongst soldiers in barracks, amongst the 
poor .in workhouses, and in large pauper schools in the 
country. 

Although purulent ophthalmia is undoubtedly propa- 
gated by inoculation, yet there is abundant evidence to 
show that it may be epidemic, and spread without any 
direct conveyance of the purulent secretion from eye to 
eye. I thint myself that the ordinary catarrhal ophthal- 
mia may, and frequently does, assume a contagious form, 
and that it is liable to do so, whenever it attacks members 
of a community who are living in violation of the laws of 
health. 

Treatment. — A mild case of p\n:\ileii\i o^\}tv"?!\m\^ 
should be treated in the same way as cataixVi^ o'^^oJiJckS^- 
mja, page 2; hut if the case is severe t\io ^Asuu ol X*^^*^- 
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ment recommended for gonorrhoea! ophthalmia^ page 10, 
should be adopted. After the severity of the disease has 
been arrested, there is apt to remaia a muco-purulent 
discharge, which will obstinately resist all treatment 
for many weeks, or even months. Upon everting the lids 
it will be often found that this chronic discharge is due to 
a granular condition of the palpebral conjunctiva induced 
by the disease. (See Theatment of Granulae Lids, 
page 18.) 

In all outbreaks of the disease sanitary precautions 
should be taken to prevent it spreading, and the bad 
cases should be kept apart from the others. A daily 
inspection should be also made to treat each fresh case as 
soon as the early symptoms show themselves. 

Besults of Purulent Ophthalmia. — 1st If the 
disease resists all treatment, the eye may be lost from 
ulceration or sloughing of the cornea. 2na. The eye may 
recover, but with a nebula of the cornea, or a leucoma, 
to the inner surface of which the iris is frequently 
attached, causing a distortion of the pupil. 3rd. A 
granular state of the lids, with a chronic muco-purulent 
discharge. 

GOKOBRHCEAIj ophthalmia is an acute specific 
inflammation of the conjunctiva of the lids and globe, 
indaced by the inoculation of some gonorrhoeal matter 
into the eye. It is characterised by a profuse purulent 
discharge from between the lids, which is of a yellow 
colour, and exactly corresponds in appearance with that 
which flows from the uretnra. The disease is rapid in its 
progress and very destructive ; unless it is soon checked, 
the eye is lost. 

Symptoms. — ^Acute inflammatory action usually com- 
mences in from six to eighteen hours after the inoculation 
has been effected. The earlv symptoms resemble those of 
catarrhal ophthalmia, but they are more severe. A slight 
thin discharge first begins to ooze from between the lids, 
accompanied by a sense of heat and fulness of the eye. 
The conjunctiva of the globe grows red, swollen, and 
chemosed, often rising above the level of the cornea, which 
will appear as if it were partially buried below it. The 
lids are swollen, red, and shining, and completely closed 
over the eye. The discharge has now become excessive 
in quantity, of a thick consistence atid yellow colour, and 
streama over the cheeks {toui "VjeW^ia. \Jti^ \\^^, Taa 
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cornea is almost certain to become involved, and if the 
inflammation be not qnicklv snbdned, ulceration and 
sloughing of its structure will surely follow. The patient 
suffers severely from the pain in the eye and around the 
orbit, with an oppressive feeling of heat and fulness of 
the lids aad globe. The disease is usually confined to the 
one eye* When the second becomes affected it is generally 
on account of due precaution not having been taken to 
shield it from the danger of inoculation. 

The most efficient mode of protecting the sound eye 
from contagion is by covering it with the eye-shield 
designed by Mr. F. Buller. The following is his descrip- 
tion : — " It consists of a square piece of macintosh, into 
the centre of which a watch-glass is fastened, and of three 

Fro. 1. 




strips of adhesive plaster. The macintosh is trimmed to 
fit the nose and forehead of the patient, and should 
extend across one side of the forehead about half an inch 
above the eyebrow, and downwards nearly to the ti^ of 
the nose, the nasal portion reaching a liwQ \Mb^QvA *Ock& 
median line. 
*'A atrip of adheaive plaster, abo\i\i an m(ii Va \iN.^5^^ 
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and long enough to reach from just in front of one ear 
to a corresponding point on the opposite side, is applied 
along the upper border of the shield. The second strip 
may vary in width according to the height of the nose, 
and must be snipped in three or four places, in order that 
it may be adapted to the uneven surface upon which it 
rests, the lower part only slightly overlapping the edge 
of the shield. For additional security, a third and some- 
what shorter strip is placed along the dorsum of the 
nose. The eye is thus completely protected by a water- 
proof shield, the upper and inner sides of which are firmly 
adherent to the skin of the forehead and nose, whilst the 
lower and outer borders are free, so that the eye is 
exposed to the air almost as freely as when an ordinary 
shade is worn. Moreover, the surfaces of the watch-glass 
being parallel, vision is not interfered with, and the patient 
is able to attend to the affected eye. 

" As the strips of adhesive plaster become softened in 
the course of a few days by the warmth and secretion of 
the skin, they require to be renewed. This may be done 
as often as necessary without any difficulty or danger of 
infecting the healthy eye."* 

Treatment. — A few years ago the treatment con- 
sisted in excessive bleedings from the arm, and in the use of 
strong depressing medicines. Experience has shown the 
error of such proceedings, and by now adopting a directly 
opposite course a far larger proportion of cases recover 
with good and useful eyes. In gonorrhoeal ophthalmia 
the treatment must be constitutional and local. 

Constitutional Treatment. — From the very com- 
mencement of the attack the strength of the patient 
must be supported by tonics, diffusible stimuli, and a 
liberal diet. The whole history of gonorrhoeal ophthalmia 
is of a depressing character. The patient generally suffer- 
ing from gonorrhoea at the time the eye becomes inoculated, 
is, from the nature of his complaint and the treatment 
adopted to cure it, below the standard of health. Ihe 
disease itself is also very exhausting ; but the prospect 
of loss of vision, with the utter annihilation of all future 
prospects, adds to his sense of loneliness and despair. 
The fact that the patient is suffering from a severe 
urethral discharge will not forbid the free use of tonics 
and stimulants. The danger of ulceration and sloughing 

* Lancet, May 16, \%l^i 
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of the cornea is increased in proportion as the vital powers 
are depressed. Having therefore first acted freely on the 
bowels bjr a moderate purgative, quinine in 2 gr. doses, 
or the mineral acids with cinchona (F. 75), should be 
given every four hours. If there is much pain or irri- 
tability, opium should be prescribed, either in small 
quantities frequently repeated, or in one full dose at bed- 
time. Where there is heat of skin, with thirst and a 
furred tongue, an effervescing mixture with ammonia 
(F. 66) may be advantageously ordered before prescribing 
the direct tonics. The diet should be one of meat or beef- 
tea, with a certain amount of wine or brandy, according 
to the strength of the patient. 

Local Treatment. — The best applications are the 
local astringents and antiseptic lotions given below. In 
severe cases, owing to the swelling of the lids, it is very 
difficult to make any appHcation to the conjunctival sur- 
faces of the eye and lid. To remedv thin, the external 
canthus may be freely divided, and the Ud will then bo 
more easily everted. In a patient with bad gonorrhoeal 
ophthalmia at the Middlesex Hospital, the late Mr. 
Critchett divided the upper lid through its centre by 
a vertical incision and stitched the edges apart. The 
local applications could then be freely applied and the 
patient did well. He afterwards pared the edges of the 
gap and united them. 

Ist Nitrate of Silver. — This is best used in the 
form of solution, varying in strength from gr, 10 — gr. 30 
ad aausB Jl , according to the severity of the case. The lids 
should be everted and the conjunctival surfaces painted 
over with a camel's-hair brush with the solution, which 
should be allowed to remain a few seconds so as to whiten 
the parts, and be then washed off with a stream of cold 
water, or of salt and water, gr. 5 ad aquae Jl, from an india- 
rubber bottle. This should be repeated once daily, and in 
very bad cases a second application may be necessary. For 
the mode of applying the solution of the nitrate of silver, 
see Treatment of Geanular Lids, page 18. When the 
Hds are so swollen that they cannot be everted, two or 
three drops of a weaker solution of nitrate of silver, from 
gr. 2 — gr. 5 ad aquae 51> may be dropped twice a day 
mto the eye, after it has been first cleansed by syringing 
away the discharge with cold water. 

2nd, Lotions of Alum, or AAii-m ^xl^^l ^ns^.-- 
phBte of Zino (F. 47, 50) should "be uae^ «A. \^«jeX» crw» 
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every hour, to wash away the discharge as often as it 
accamnlates. The lotion should be gently injected over 
the surface of the globe by a syringe or india-rubber 
bottle, so as to thoroughly wash away all purulent matter 
at each application. 

3rd, Lotions of Carbolic Acid and Quinine.^ 
I frequently use a lotion of carbolic acid, varying in 
strength, according to the severity of the case, from 
min. 2. — min. 6 to the ounce of distilled water, in pre- 
ference to the alum, or alum and zinc lotions, and with 
excellent results. The carbolic lotion should be applied 
with a syringe every one or two hours, and the solution 
of nitrate of silver with a camel's-hair brush once a day. 

I have also used with good effect the quinine lotion 
(F. 53), with which the eye should be constantly washed, 
and with each application some allowed to go into the 
eye. The quinine and carbolic lotions may be used alter- 
nately with good results. 

4!th, Cold is very grateful to the patient, and may be 
applied during the intervals between using the lotion, by 
placing a fold of lint wet with iced water over the eyelids, 
and changing it as often as it becomes hot or dry. The 
patient may also be allowed to wash away the discharge 
with a piece of linen dipped in the iced water as fast as it 
exudes from between the lids. 

fjth. If the cornea should become ulcerated and there 
be danger of perforation, the guttae eserise (F. 18) should 
be used twice daily in addition to the other treatment, so 
as to keep the pupil contracted, and thus avoid, as far as 
possible, the danger of prolapse of the iris. To prevent 
the gumming of the lids together, and as a good anti- 
septic, the tarsal margins may be anointed daily with the 
unguent, iodoform. (F. 133). 

By a steady perseverance in this line of treatment the 
best chance of saving the eye is afforded to the patient ; 
but the disease is frequently of so virulent a character 
that, in spite of all remedies and the most judicious 
management, the cornea sloughs, and the eye, for all useful 
purposes, is irretrievably lost. 

There is a form of gonorrhoea! ophthalmia consequent 

on the urethral discharge, but which is not produced by 

inoculation, ITie two eyes are affected simultaneously 

within a few days or a week after the appearance of the 

gonorrhoQSk. It closely Tesem\Aea «b N^rj severe attack of 

catarrhal ophthalmia. 1 \iave WSl ovift ^<eii^«aiaxi.^QaA« 
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my care who has had three attacks of this form of 
iimammation of the eyes, coming on each time shortly 
after he had contracted a fresh gonorrhoea. The pum* 
lent discharge from the eyes was at one time so copious 
that I thougnt it must have been caused by inoculation, 
but its reappearance in both eyes with each recurrence of 
the urethm discharge has now convinced me that it 
was due to other causes. I should add that this patient ^ 
witii each attack of gonorrhoea suffered severely from * 
gonorrhoeal rheumatism. It is possible that this form 
of ophthalmia may be due to the same absorption of the 
poison as that which induced the rheumatism, and that 
the discharge from the eyes is an attempt to eliminate 
the poison through the mucous surfaces of the globe 
and lids. Another explanation is, that in some people 
there exists a peculiar sympathy between the mucous 
membranes of one x>art of the body with those of 
another; thus, it is not uncommon to find in com« 
mon catarrh the whole mucous lining of the body more 
or less affected at one time, and in one gentleman 
with whom I am acquainted a severe catarrhal attack 
is frequently accompanied by a discharge from the 
urethra. 

Treatment.— The same as for the gonorrhoeal ophthal- 
mia caused by inoculation, but as the symptoms are less 
severe, so the strength of the remedial applications to 
the eye may be reduced. Repeated doses of balsam copaiba 
will sometimes have a beneficial effect, and check mate- 
rially the purulent secretion. A good nutritious diet, 
with a moderate allowance of stimnlants, should be pre* 
scribed. 

DZFHTHBBITIO OPHTH A T«'MT A is a disease which is 
almost unknown in England. It was first described by 
itkd late y. Graefe,* who witnessed several epidemics of 
this peculiar affection. It is characterised by the forma- 
tion of false membranes which are not mere surface 
exudations which can be peeled off, but distinct plastic 
infiltrations into the conjunctiva which cannot be entirely 
detached. The ^se membranes are usually confined to 
the conjunctiva of the lids. 

Diphtheritic ophthalmia may be a primary disease, 
when the symptoms are usually very acute ; and. \1 xda.'^ 

• Arcbir t Opthal., . 168, 1^54-5 • 
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be epidemic. In England it is generally secondary to a 
purulent or a gonorrnoeal ophthalmia, and the stages of 
the disease are usually less marked than those which Y, 
Graefe described as characteristic of diphtheritic oph- 
thalmia. 

Symptoms.— When diphtheritic ophthalmia occurs as 
a primary disease, it usually commences suddenly, the eye- 
lids become red, swollen and rigid from fibrinous effusion 
into the subcutaneous tissues : there is chemosis of the 
ocular conjunctiva, not from serous effusion as in the 
purulent ophthalmia, but from fibrinous infiltration; 
and a thin discharge, mixed with flocculi of lymph, oozes 
from the eye. As the disease advances, the swelling and 
redness of the lids increase and exudations of lymph 
take place on the surface and into the substance of the 
conjunctiva of the lids, and are seen on everting the 
lids, either as small isolated grey patches, or else as a 
continuous membrane. This membrane may sometimes 
be partially peeled off, when the conjunctiva below it 
bleeds ; or more frequently only the superficial layers of 
lymph can be detached, and the deeper portion is seen to 
be incorporated with the mucous membrane and in- 
capable of separation. The cornea is very apt to suffer, 
probably from the constriction of the vessels caused by 
the fibrinous infiltrations into the conjunctiva and sub- 
conjunctival tissues. It first becomes hazy, portions of its 
epithelium are detached and an ulcer is formed, which 
mav lead to perforation and prolapse of the iris ; or parts 
of tne cornea may slough and the eye be destroyed. After 
a variable period, generally from two or three days to 
a week, the disease drifts into its second stage ; the lids 
become less rigid, the redness subsides, and the discharge 
becomes purulent ; the fibrinous exudations are thrown 
off, and the conjunctiva of the lids appear almost bared 
of their epithelium. Cicatrization and contraction now 
set in, and not unfrequently cause some inversion of the 
lids. Such are the symptoms of a severe case of diphthe- 
ritic ophthalmia, but there are many which run a much 
milder course. 

When the diphtheritic affection is secondary to a puru- 
lent ophthalmia, the character of the discharge changes. 
It becomes more watery, and adherent false membranes 
are formed on the conjunctiva, in the manner described 
in the previona sections. The disease runs the same 
course as the primary diph.\ib.enti(i opWi«\xsa3a.» 



GRANULAE LIDS. 15 

Treatment. — The treatment whicli I have found by 
far the most efficacious is the one first suggested and prac- 
tised by my colleague, Mr. Tweedy, i give his own 
account of tne treatment, which is taken from The Lancet^ 
1882, vol. i. p. 6. In writing of four cases which had 
been under his care, he says : — ** As soon as the nature 
of the disease was definitely recognised, all other treat- 
ment, if any, was stopped, and quinine lotion, containing 
four grains of sulphate of quinine, with a minimum c3 
dilute sulphuric acid to an ounce of water, was alone 
employed. As far as possible the diseased surfaces were 
kept constantly bathed with the solution, the conjunctiva] 
sac being converted, as it were, into a trough holding 
the quinine lotion. A bowl of the solution was also 

E laced within reach of the patient, who washed the eye 
requently and kept a well-soaked compress constantly 
applied in the intervals. Besides these applications by 
tne patient and by the nurse, the house-surgeon visited 
each case three or four times a day. On these occasions 
the lids were everted, and the conjunctival sac thoroughly 
cleansed with the quinine lotion. The superficial disin- 
tegrated portions of the exudations were then gently 
removed with wet lint, care being taken not to aggravate 
the inflammation by rough handling, or by rude attempts 
to tear off the pseudo-membrane. Usually the quinmo 
lotion was iced. When the discharge has become puru- 
lent, and the false membranes have ceased to form, an 
astringent and antiseptic lotion (F. 25, 45, 56) may be 
used frequently. 

OBAIHTIjAB lids — Granular Ophthalmia. — These 
terms have been loosely applied to a rough and granular 
condition of the lids associated with a muco-purulent 
discharge from the conjunctiva. 

There are three distinct varieties of granular lids, 
arising from different causes and producing different 
results. 

1. Trachoma. 

2. Follicular conjunctivitis. 

3. Fapilliform granulations. 

1. TRACHOMA — Trachomatous Qranulations. — ^This 
is the disease which is known as the true granular lids, 
which induces cicatrization of the coti^xnic\i\NA>,^tQQ^<^'DX^ 
leads to entropion, and is usualLy aa^oQisAi^ ^^^ ^ 
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vascular condition of the cornea, known as pannus. In 
itself trachoma is a very intractable disease, and the effects 
it produces on the cornea are often disastrous. 

Trachoma commences as distinct new growths in the 
lymphoid tissue immediately beneath the conjunctiva 
covering the tarsus of the lids. They appear as small 
round opaque whitish bodies scattered in the conjunctiva 
of both the upper and lower eyelids, slightly projecting 
from the surface, and usually in the greatest numbers 
over the tarsus of the upper lid. They are solid growths* 
and so firmly implanted that it is impossible to remove 
them, as when punctured they will not shell out from the 
subconjunctival tissue in which they are embedded. 
They have been regarded by Dr. De Wecker as closely 
allied to tubercle. 

Following the formation of these opaline bodies, plastic 
exudations infiltrate the sub-mucous tissue, and thus 
thicken the substance of the lid and reduce its pliancy. 
It is this thickened state which causes the lid to droop 
slightly and gives to patients with granular lids their 
peculiar sleepy and characteristic appearance. The con- 
junctival mucous membrane next undergoes changes ; it 
first becomes over-vascular, its papillsB are increased in 
size, and its surface is rendered still more uneven by tbe 
irregular projections of the sub-mucous exudations. The 
inner surmces of the lids now present a rough granular 
state which, rubbing against the cornea, produces the 
vascular condition called pannus. 

The trachomatous process is very chronic and may con- 
tinue for years, but the time comes when reparative 
changes begin. The trachomata undergo retrogressive 
changes and finally disappear; the enlarged papiUaa 
diminish in size and ultimately shrink from sight ; the 
conjunctiva becomes glazed and contracted, and looks 
like cicatricial tissue. Whilst these changes ai'e going 
on in the conjunctiva, a cicatricial process also occurs in 
the sub-mucous lymphoid tissue : the increased thickness 
subsides, cicatrization and contraction of the exudative 
products take place, and if the case has been severe, the 
tarsal cartilage becomes more or less infolded and 
entropion resmts, and this entropion increases so long as 
the contraction from cicatrization continues. During thei 
whole period of the disease there is a muco-purulent 
discharge from the conjunctiva, with some dread of lights 
and £rom time to time \iiieiQ ^e «AutA attacks of 
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inflammation which are recognised as acute granular 
ophthalmia, when the eye suffers from excessive photo- 
pnobia, with spasm of the orbicularis muscle. 

Symptoms of Trachoma. — A feeling of constant 
grittiness and a sense of heat in the eye, with some photo- 
phobia, and a muco-purulent discharge sufficient to cause 
the lids to gum together in the morning. There is red- 
ness of the caruncle and tarsal margins, and in advanced 
cases the upper lid droops as if it hung heavily over the 
eve. As the disease progresses the cornea suffers from 
tne constant friction of the roughened palpebral con- 
junctiva. It becomes vascular and nebulous; its surface 
grows uneven, and at points frequently ulcerates. This 
vascular condition of the cornea dependent on granula- 
tions has been termed ** trachomatus pannus,** to distin- 
guish it from that pannus which is the result of comeitis 
induced from other causes. In some cases the pannus is 
confined to the upper half of the cornea, the part which 
is under the cover, and consequently subjected to the 
friction of the upper lid; but in granulations of long 
standing, the whole surface of the cornea becomes vas- 
cular, every portion of it being pervaded with blood- 
vessels. Ail these symptoms are gi*eatly increased if 
the eyes are overworked, or exposed to cold winds or 
bright lights. Occasionally the e^es will become acutely 
inflamed, constituting the condition described as Acute 
Granular Ophthahnia ; the lids are then red, swollen, and 
spasmodically closed, from the excessive photophobia, 
and any attempt to open them is followed by a gush of 
hot tears, with some muco-purulent discharge. Under 
treatment these acute symptoms will gradually subside, 
and the eyes will again relapse into their previous state 
of chronic irritability. 

Prognosis.— Judicious management, coupled with the 
reparative power of time, will generally succeed in oblite- 
rating the granulations and restoring a smooth surface 
to the palpebral conjunctiva. If the disease has been 
slight, or of only short duration, there is good reason to 
hope that the eye will so recover from the irritation to 
wmch it has been subjected that it will regain the greater 
part, if not the whole, of the sight it had lost. If, how- 
ever, the granulations have been severe and long-con- 
tinued, they will probably have produced mischief whick 
neither time nor remedies will eveT compVe»\^'^ Qt«i^<(:;dXi^« 
The conQunctiva will frequently becotiie c\i«.Ti.g;ft^, >aQ^ Vxv 

c 
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appearance and stmcture. Althougli its surface may 
have grown smooth, jet it will be more contracted and 
dense than formerly, and have acquired in different parts 
a whitish ^listening aspect, closely resembling cicatricial 
tissue. This contraction of the palpebral conjunctiva is 
the most frequent cause of entropion and distichiasis. 
(See articles on each of these subjects.) 

The cornea, from the constant friction of the roughened 
lids against it, will often become so uneven, vascular, and 
cloudy, that for all useful purposes the eye will be prac- 
tically blind. 

Treatment. — The object to be accomplished is to restore 
a smooth surface to the lining membrane of the lids by 
the obliteration of the granulations ; but, in endeavour- 
ing to gain this end, care must be taken to avoid the use 
of all strong remedies which will destroy the conjunctiva 
and produce deep cicatrices. The treatment from which 
I have found the greatest benefit has been the applica- 
tion to the palpebral conjunctiva of a strong solution of 
the nitrate of silver', varying in strength, according to the 
severitv of the case, from gr. 5 — gr. 20 ad aquos 51. 
This should be applied in the following manner: — The 
patient is to be seated in a chair, and the surgeon, stand- 
ing behind him, with a probe everts the upper lid so as 
fully to expose the palpebral conjunctiva, over the sur- 
face of which he paints with a camePs-hair brush the 
solution of the nitrate of silver, taking care to apply it 
thoroughly to the reflection of conjunctiva which forms 
the oculo-palpebral fold. After waiting for about half a 
minute, he then, with a syringe, gently squirts over the 
granular surface a stream of cold water, or, what is better, 
a solution of common salt of about the strength of gr. 5 
ad aqu89 Jl^ to wash away and neutralize all the surplus 
nitrate of silver, so as to prevent it irritating the eye, or 
blackening the ocular conjunctiva — a misfortune 1 have 
seen occur when strong solutions of the caustic have been 
frequently used without taking these precautions. This 
application should be repeated every second or third day, 
and in the intervals the patient should frequently bathe 
the eyes with cold water, and evenr night and morning 
drop into them a little of a weak solution of the chloride 
of zinc (F. 25), or some other mild astringent. The 
nitrate of silver may be also conveniently applied to the 
^Tonalations by using the diluted nitrate of silver points 
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Sulphate of Copper, or a combination of this salt 
with alum, ** lapis divinns," or " green stone," as it is com- 
monly called (F. 5) are excellent astringents in granular 
lids. Every second or third day the lid should be everted, 
and having first dried the snrface with a piece of linen, 
the granulations only should be freely touched with the 
sulphate of copper or green stone, takmg as much care as 
possible to prevent the caustic from aifecting the con- 
junctiva. Between the applications a few drops of the 
guttsB cupri sulphatis (F. 27) should be dropped twice a 
day into the eye. 

Acetate of Iioad is a useful remedv when there is 
excessive roughness from the whole palpebral conjunctiva 
being covered with red granulations of varying sizes, but 
unattended by any acute inflammatory symptoms. The 
acetate of lead should be finely powdered and laid over 
the granulations, and, after waiting one or two minutes 
the surplus should be washed off with a stream of cold 
water. This application does good, first, by rendering the 
surface more smooth by filling up the chinks between the 
granulations, and afterwards by its astidngent powers 
causing them to shrink. It may be repeated three or 
four times, at intervals of from three to six days. 

Iiiquor Potassae. — Mr. Dixon speaks very highly of 
the benefit to be derived from the local application of liq. 
potasssa to the granulations. He says : ** The fluid is 
dabbed upon the everted lids, so as to be thoroughly 
brought into contact with the whole surface." And fur- 
ther on he remarks : " It may be applied at intervals of a 
few days ; and in some cases I have seen the granulations 
removed, and much of the original clearness of the cornea 
restored, in the course of six weeks."* 

When there are severe inflammatory symptoms, as in 
acute granular ophthalmia, it is best to postpone the 
use of astringents until they have partially subsided. In 
such cases great relief is often derived from applying a 
slight compress and bandage (F. 3) over the closed lids, 
and only removing it for the purpose of bathing the eyes 
three or four times during the twenty-four hours >vith 
the lotio beUadonnsB (F. 40), or the lotio belladonnse cum 
alumine (F. 41). If, however, as sometimes happens, the 
compressing bandage should prove hot and uncomfortable, 
it should be given up, and in its place a fold of lint wet 

• VixoD on Diseases of the Eye, thii^ e^Woii,^. b^, 

c2 
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with the lotio belladonnsa cnm alnmine should be sus- 
pended over the eye by a piece of broad tape tied round 
the forehead. As soon as the swellinpf and redness of the 
lids have sufficiently abated to allow of their being everted 
without much pain, a weak solution of the nitrate of 
silver should be painted once daily over the palpebral 
conjunctiva, and in the intervals between the applications 
the belladonna lotion may be continued. Even in cases 
of granular lids where there are no severe inflammatory 
symptoms, but where the photophobia and lachrymation 
are excessive, I have ofben found benefit from the use of 
the compressing bandage, as by it the eye is kept com- 
pletely at rest, and the friction between the lids and the 
cornea is prevented. 

Inoculation with purulent matter for the cure of 
severe granular lids is a most successful mode of treatments 
It requires, however, great caution in the selection of 
cases fitted for this procedure, and also in the choice of 
the pus with which to inoculate the eyes. The whole, or 
certainly two- thirds, of the cornea should be so permeated 
with vessels as to render it semi-opaque, as the purulent 
ophthalmia established by the inoculation is very liable 
to induce sloughing in any portion of the cornea which 
is quite transparent. The pus should be chosen from the 
eye of an infant suffering from purulent ophthalmia. Its 
strength may be determined, firstly, by the colour, and 
secondly, by the severity and duration of the inflamma- 
tion it has excited in the eye from which it is taken. The 
yellow pus is always more active than the whitish dis- 
charge seen in slight cases of purulent ophthalmia. The 
period of the disease at which the pus is taken influences 
materially the amount of inflammation and suppuration 
it is capable of settiog up. Pus from the eye of an infant 
in the early and most acute stage of puruleot ophthalmia 
will produce more seiifi^us effects than that taken from 
the same eye at a later period of the disease, after it has 
undergone some treatment and is on the decline. If one 
eye only is to be inoculated, the other should be protected 
from contagion by Buller's eye-shield, page 9. Gfreat care 
and cleanliness will be required during the whole of the 
treatment to prevent the other eye from becoming infected. 

To inooulate the eye, a single drop of pus should be 

taken with a small scoop or the end of the little finger 

irom the eje of an infant with purulent ophthalmia, and 

placed on the conjunctiva o£ t\ie \oy?«t ^i6i. In. from 

e^bt to twentj'foxxr houra t\ie fiia^i «pfi^\«ma q1 yqx^* 
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lent ophtLalmia will begin to show themselves, and will 
rapidly increase until the disease has reached its height. 
The activity of the inflammation usually lasts from eight 
to ten days, but the discharge will not completely abate 
for six or eight weeks. As soon as thedischai^e becomes 
profuse, the patient should be allowed to wash the eyes 
with cold water every hour, or even oftener if he desires 
it, and if there is much pain he may use iced water, and 
when lying down keep a fold of lint wetted with it over 
the eyelids. No astringent application should be given 
to check the discharge, out the disease must be allowed 
to run its course uninterruptedly. The danger to be 
apprehended is sloughing, or ulceration of a portion of 
the cornea. During the progress of the inflammation 
it is often very difficult to decide whether the cornea 
is still entire, as from its red and swollen villous 
appearance it is difficult to even distinguish it from the 
surrounding vascular conjunctiva. The only test then, is 
to notice ite curvature, and if this remains unchanged, 
and there is no depression in one part with a lump of 
swollen granulations in another, no anxiety need be 
felt. The patient should be allowed a liberal meat diet, 
with a fair amount of stimulants, during the whole 
period of treatment; if his appetite or strength fail, 
(juinine or bark (F. 75, 79) should be prescribed ; and 
if from pain his nights are disturbed^ opiates may 
be given at bedtime. It should be remembered that, 
although inoculation will obliterate the granulations 
from the lids and the vessels from the cornea, yet it 
will not efface previously existing nebulosities. Some 
operation is often afterwards required to alter the shape 
of the pupil, so as to bring it opposite that portion of 
the cornea which is most transparent. The results of 
my experience of inoculation in severe cases of granular 
lids have been most brilliant. I have seen patients prac- 
tically blind for years, and condemned to the workhouse, 
regain sufficient sight to resume their former occupations. 
Instead of inoculation Dr. De Wecker, of Paris, speaks 
favourably of an infusion of Jequiritjr seeds, the produce 
of the Abrus precatorivs, which induces a purulent 
ophthalmia which tends to obliterate the granulations, 
lie infusion is prepared thus : — Macerate 3 parts of the 
powdered seeds in 500 parts of cold, water for 24 houra^ 
then add 500 parts of hot water, aa^ fiV\«t \XKmftSS»5wS^ 
after the liquid cools. The iniuBiOTi m^^rj \i^ ^va^^ ^^ ^ 
lotion three times in one day, and "fee tc^^^^*^ ^"^ *^^ 
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second and third days, if necessary ; or be painted on the 
everted lids.* 

2. FOLLICXJLAB CONJUNCTIVITIS. — FoUicidar 
granulations are an irritative or inflammatory hypertrophy 
of the Ivmphoid follicles of the subconjunctival tissue, and 
especially of those towards the oculo-palpebral fold, and 
are usually most easily seen in the lower eyelid. On draw- 
ing down the lower lid groups of round and oval semi- 
translucent bodies may be seen, chiefly in the cul-de-sac 
formed by the conjunctiva as it passes on to the globe. 
In severe cases, however, and especially when due to toxic 
causes, as the irritation of atropine or eserine, &c., they 
occupy the whole mucous surfaces of the lids. 

Unlike trachoma, these enlarged folb'cles do not induce 
cicatrization and contraction of the lid ; and further, 
whilst trachoma has its seat of election in the conjunctiva 
covering the tarsus of the upper lid, the enlarged follicles 
affect chiefly the oculo-palpebral fold of the lower lid. ^ 

Follicular conjunctivitis may be caused by living in a 
crowded, unhealthy atmosphere, or by any local irritant, 
such as dust or smoke, or by the frequent instillation or 
atropine or eserine into the eye; and it is a frequent 
concomitant of uncorrected errors of refraction, and espe- 
cially hyperraetropia. 

Treatment. — When follicular conjunctivitis is due to 
an irritant, remove the exciting cause. If it be atropine or 
eserine, omit them for a time. In cases where it is 
advisable to continue the use of some mydriatic, a weak 
solution of daturine will sometimes be better tolerated 
than atropine. As a local application, a weak solution of 
the chloride of zinc gr. J to gr. 1 to the ounce of distilled 
water ; or a lead lotion (F. 52) may be ordered. If very 
obstinate, a weak solution of nitrate of silver (F. 22) may be 
tried ; but all powerful caustics, such as sulphate of copper 
or strong solutions of nitrate of silver, should be avoided. 

3. PAPILLIFORM aRANTJLATIONS are the result of 
a purulent ophthalmia or of chronic conjunctivitis. They 
are simply the enlarged papillasof the conjunctiva of botn 
lids. The papillis appear to be elongated, somewhat 
thickened, and many of them pedunculated. They are 
very vascular, and give to the mucous membrane of the 
lids a blight red appearance. 

* Ophthal. Eeview, vo\. \\. \). \^,A»^^' 
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The absence of trachomatous growths and of follicular 
granulations well distinguish this affection from either of 
the two preceding. The bright red villous appearance of 
the conjunctiva is also very characteristic. 

Treatment. — These cases are often tedious, but with 
care they get quite well. Mild astringent and antiseptic 
applications suit best. A weak solution of chloride of zinc 
(F. 25) or of nitrate of silver (F. 22) may be dropped twice 
a day into the lower eyelid, and the eyes may oe washed 
frequentlv during the day with the boracic acid or 
resorcin lotion (F.45, 46), or the lotion with alum and 
sulphate of zinc (F. 50) or the lotio plumbi (F. 52). If 
the case does not iniprove under these applications, the 
lids may be painted with the solution of nitrate of silver 
gr. 10 to distilled water 51» as described at page 18. 
Tonics of cinchona, quinine, or quinine and iron (F. 75, 79, 
81) should also be ordered. 

S7NDECT0MT — Fm^itomy, — ^This operation was first 
practised by Dr. Fumari, of Paris, in 1862.* It consists 
m excising a band of conjunctiva and subconjunctival 
tissue of about one-eighth of an inch in width from 
around the cornea and close up to its margin. It may 
be performed in the following manner : — The patient being 
placed under chloroform, and the lids widely separated 
with a spring speculum, a fold of conjunctiva is to be 
seized with a pair of finely -toothed forceos, and with a pair 
of blunt pointed curved scissors an incision is to be carried 
through that membrane around the cornea, at about one- 
eighth of an inch distant from it. The band of conjunctiva 
surrounding the cornea is now to be dissected ofi, and all 
the subconjunctival tissue and vessels between it and the 
sclerotic carefully removed close up to the corneal margin. 
The operation being now completed, the lids are to be 
closed and covered with a wet compress and a bandage. 

After three or four days the wound will be found 
covered with lymph, and in a few weeks it will be perfectly 
closed, partly from contraction of the surrounding con- 
junctiva, but partly also by the formation of a smooth 
cicatrix tissue. This operation is well suited for severe 
cases of pannus which continue after the granulations of 
the lids have been obliterated ; but my experience of it for 
the cure of granulations is that it is unsuccessful. I have 
on several occasions performed ByndecXmiv^ ^'^ ^ ^t^- 

♦ Gazette M^dicale, Nob. 4-6, ft, &<i., U^*l. 
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liminary to inoculation, and allowed the eye to recover 
from ail effects of the operation before introducing the 
pus. The virulence of the purulent ophthalmia seemed to 
have been materially diminished by the removal of the 
portion of conjunctiva, and by the broad cicatrix which it 
had produced around the cornea. For a detailed account 
of these cases, see " Boyal London Ophthalmic Hospital 
Reports," vol. iv. p. 182. 



, — Xerosis — Cuticular Conjunctiva 
— is an excessive dryness of the cornea and of the conjunc- 
tiva coveriog the globe and lining the lids. In a case of 
confirmed xerosis there is usually some symblepharon or 
partial union of the lids to the globe, or else there are 
membranous frena passing between the lids and the 
globe ; the eyelids are contracted and will not close over 
the eye, and the tarsal edges of the lids are more or less 
inverted with some of the lashes brushing against the 
eye. The conjunctiva of the globe has a duskjr, dry, 
cicatricial aspect, and the cornea is dull and cuticular. 
The dry and contracted conjunctiva passes abruptly from 
the inner surfaces of the lids on to the ^lobe, so that the 
sulci which ought to exist between the lids and globe are 
destroyed. The puncta are usuallv closed and sometimes 
obliterated. The eye is almost useless to the patient and a 
source of much trouble from recurrences of inflamma- 
tion. 

Causes. — The most frequent cause is prolonged con- 
junctivitis, with a muco-purulent discharge from granular 
lids, probably also assisted by the application of too 
strong caustics to the lids, or the long-continued use of 
powerful astringents. The palpebral conjunctiva gradu- 
ally becomes thickened and contracted, and the lids in- 
verted, so that some of the cilia brush against the eye. 
With the contraction and thickening of the palpebral 
conjunctiva the lids lose their normal softness and cease 
to close completely over the eye. The constant irritation 
of the lashes, and the exposure due to the imperfect 
closure of the lids, lead to the formation of cuticular 
conjunctiva. Any cause which prevents the proper 
closing of the lids over the eye may induce xerosis, and 
consequently we occasionally meet with this affection 
after injuries of the conjunctiva of the lids from escha- 
rotica, lime, and strong acids. 
Treatment. — There is no a^p\\cvv.\A.oTL\ft >Oti^ ^^^ ^\si<3,h 
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will really beucfit it. Milk has been recommended, and a 
lotion of glycerine (F. 55) will sometimes afford tempo- 
rary benefit. The only way to obtain complete relief is to 
keep the lids closed and tnns prevent tbe drying of the 
conjunctiva. This can only be accomplished in extreme 
xerosis by completely uniting the tarsal edges, but in less 
severe cases it will he sufficient to join the margins of the 
lids together at two points so as to leave a central chink 
through which the patient can see. 

In a lad, set. eleven, with extreme xerosis, I closed the 
eyelids of one eye by uniting their tarsal edges, and left 
them closed for eleven months. I then divided the line of 
adhesion and reopened the lids, and I found that the 
cornea had become more clear, the conjunctiva moist, and 
the sight greatly improved.* Unfortunately the lids 
could not close over the eye, and the xerosis soon recurred. 
Mr. Bnller has advanced a step further, and after having 
closed the lids by uniting their margins, he trephined a 
hole with the trephine (Fig. 8, page 60 ) through about 
the centre of the line of junction between tbe lids, and 
succeeded in making a window through which the patient 
had considerably improved sight.f 

PBMPHiaXJS CONJXTNCTrV-aa is a severe but for- 
tunately a very rare affection. The bullsB appear on the 
conjunctiva of the lids and eye, whilst the pemphigus 
blisters are coming and going on other parts or the Ix^y. 
The formation of the buTlsB is accompanied by swelling of 
the lids, chemosis of the conjunctiva and a muco-purulent 
discharge. Tbe bulloe seem to affect both the ocular and 
palpebral conjunctiva. With the breaking of the bullae 
raw surfaces are left which afterwards unite at opposed 
points and form adhesions which bind the lids to the 
globe, and sometimes also the margins of the lids to each 
other. If the surface of the cornea has been involved in 
one of the bullae, it loses much of its transparency, 
assumes a fibrous aspect, and probably becomes united 
by bands of adhesions to the inner surfaces of the lids. 
When pemphigus has once attacked the conjunctiva, the 
bullsB may reappear from time to time until the destruc- 



♦ Tho. history of this patient is related as Case I. in Mr. Buller*a 
paper on Xerophthalmia, Royal London Oi^\vt\M5L\m\<i ISLo^^v^siX '^^• 
ports, vol. viii. p. 421. 

t Ibid. p. 424. 
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tion of the eye is complete. I have seen the disease 
limited to one eye, but both may be affected by it.* 

Treatment. — The applications to the eye should be 
slightly astringent and sedative. The lotio aluminis cum 
atropia may be used frequently ; or if the cornea be not 
affected the guttse zinci chloridi may be dropped into the 
eye night and morning, and during the day the eye may 
be bathed with the lotio belladonnie. The astringents 
should be omitted if they create irritation. The edges of 
the lids should be anointed with a little vaseline every 
night, and a piece of vaseline the size of a hemp- seed may 
be introduced between the lids twice daily, with the view 
of keeping an unctuous material between the opposed 
pemphigus wounds, and thus preventing their union 
during the period of cicatrization. 

The constitutional treatment should be tonics of 
quinine (F. 79), or cinchona (F. 75). If there is much 
pain, sleep should be produced by opiates at night. 

PTERYCrlTTM is a peculiar morbid growth of the con- 
junctiva and subconjunctival tissue. It is of a triangular 
shape, with its base usually at the semilunar fold close to 
the inner canthus, and extending outwards it gradually 
tapers to a rounded end which is implanted on the surface 
of the cornea, generally reaching to a point opposite the 
inner margin of the pupil, and sometimes spreading half- 
way across it. I have never seen the pupil completely 
occluded by the growth. A pterygium is more or less 
vascular, and one or two large conjunctival vessels may 
be frequently seen coursing along it. In some cases it is 
red, fleshy, and prominent, whilst in others it is pale 
and membranous, and so thin as to be almost translucent. 

A pterygium is almost invariably a single growth con- 
fined to the inner half of the eye, although to this there 
are occasional exce^jtions, and cases have been reported 
where there have been two pterygia, one on each side of 
the cornea, and also where they have occurred in the 
upper and lower parts of the eye, in lines corresponding 
with the superior and inferior recti muscles. The disease 
may be limited to one eye, or both may be affected by it. 
I have seen many cases in which a pterygium existed in 
both eyes; in all of them the growths were symmetrical. 

* In a case related in a pamphlet by Dr. James Campbell, St. 
Louis, Mo,, both eyes were destroyed by 1^x\b d\ae^%e. 
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Patients about the middle age are most liable to ptery- 
gium, and especially those who have served lone in tropi- 
cal climates. It is seldom seen in the young. The disease 
is of slow and almost imperceptible growth, and it is not 
until it has attained a considerable size that it causes any 
annoyance. When it extends partially over the pupil it 
interferes with vision. 

Treatment. — ^There are only two ways of efficiently 
dealing with a pterygium. It may be excised, or its apex 
may be transplanted from the cornea to a part of the 
conjunctiva, where even if it were to grow it would cause 
no impairment of vision. No local application to the eye 
will be of any benefit in eradicating tne disease. 

1. Excision of the Pterygium. — ^The lids being sepa- 
rated by a spring speculum, the pterygium is to be seized 
from above downwards by a pair of forceps and drawn 
slightly from the eye. With a pair of fine scissors or a Beer's 
knife its attachment to the cornea is to be separated, and 
then with a few snips of the scissors the greater part of 
the pterygium, or the whole of it, if it he small, is re- 
moved. 

If the base of the growth be large no attempt should 
be made to excise the whole of it, as the too free removal 
of the conjunctiva will cause a tight cicatrix, which will 
greatly impair the outward movements of the eye. After 
the pterygium has been removed, the cut edges of the 
conjunctiva should, if the gap is not too wide, bo drawn 
together with one or two fine sutures. 

2. Transplantation of the Pterygium. — This opera- 
tion was first suggested and practised by Desmarres. I nave 
tried it myself on many occasions, and much prefer this 
operation to excision of the growth. The operation may be 
performed as follows : — The lids having been separated by 
the spring speculum, the extremity of the pterygium is to 
be seized with a pair of forceps close to the cornea, and 
its union with tnat structure carefully parted by a few 
snips with a pair of fine scissors. One cut is then to be 
made with the scissors through the conjunctiva along the 
upper, and another along the lower border of the ptery- 
gium. At the point of the lower free cut edge of tne 
conjunctiva, to which it is desired to plant the apex of the 
growth, a small nick is to be made with the scissors, and 
into this the cone of the pterygium is to bft Icixa^ Vj ^ 
single fine thread suture. 

The pterygium, now separated comi^\Qt^\^ ixom *Oaft* 
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cornea and implanted into the conjunctiva, generally 
wastes, and becomes so shrunken that it ceases to draw- 
attention to the eye. Such has been the result in the 
cases in which I have performed this operation. The 
great advantage which transplantation offers over exci* 
sion of the pterygium is, that as there is no removal of a 
portion of tne conjunctiva, there is afterwards no dense 
cicatrix to cause a drawing in of the eye, or to limit its 
movements outwards. 

PINGhXTSCXTIiA is a term applied to a small yellowish 
patch which is frequently seen on the eye near the margin 
of the cornea, and is apparently in the substance of 
the conjunctiva. In a specimen examined by Desmarres 
the growth was found to be composed exclusively of 
hypertrophied conjunctival epithelium. It creates annoy- 
ance sometimes from its being a little conspicuous, but 
it is perfectly innocuous. If its presence worries the 
patient, it may be removed hy seizing hold of it with 
forceps, and snipping it off with a pair of fine scissors. 

DEBMOID TXTMOXTItS generally spring from the 
margin of the cornea and the adjacent sclerotic. Thev 
are usually smooth light-coloured growths, covered with 
conjunctiva and with a few hairs sprouting from their 
8ui*face. They are congenital, and consist of elastic and 
connective tissue and fat. 

Treatment. — The only way to get rid of these tumours 
is by excision. Whilst operating care must be taken not 
to dissect deeply into the sclerotic and cornea, even 
though the origin of the tumour should apparently be 
below their surfaces. 

FIBBO-FATTT TUMOURS OF THE CONJUNC- 
TIVA. — The tumour to which I now refer is seen in the 
outer portion of the eye, and appears as a solid fatty- 
looking vertical fold, extending outwards from the con- 
junctiva beyond the cornea to the external canthus. 
When the eye is everted the tumour is little noticed, it 
seems to sink back into the fat of the orbit ; but if the 
eye be inverted, the thick whitened fold of conjunctiva 
at once becomes manifest. 

Treatment. — Unless the deformity be very great, it is 

wise to leave the tumour alone. It usually causes no 

inconvenience. If an endeavour \)ft TasA<b \a xwckiw^ the 
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tnmonr, it will be foond to be to intimately conneoted 
with tho conjnnctiva covericf^ it, that it will be difficnlt, 
if not impossible, to iaolftte it. The evils which I haTO 




eeea follow an attempt to remove the growth are a 
marked nnaightl; cicatrix and a limitation of the inward 
movement of the eye. 

OYSTS OF THB CONJUNCTIVA are generally the 
umple eerona cyata. They uatially appear aa small round 
or oval translucent bodies, and occasion inconvenience 
only by their aize or their position. Their most ft«qaeiit 
site is in the fold of conjunctiva which is reflected trom 
the lower lid on to the globe. They are easily removed 
by first seizin jt them with a pair of miely-toothed forceps, 
and then with a pair of sciaaora snipping through the 
portion of conjunctiva which holda them. 

WABTB OP THB CONJUNCTIVA nanaBy grow from 
near the tarsal mar^s of the lids, bnt they may spring 
from other portions of the conjuucliTa, and even cover a 
large portion of the globe. They may either be podnncn- 
lated or sessile. 

The proper treatment is excision. 



INJUEIE3 OF TIIE CONJUNCTIVA. 

E0OHTHO8IS 07 THB CONJUNCTTVA— iTu&coic 

jmiclival SmmorrhoQe — may be caused by a blow on the 

ae, by congbing, or Dy any violent eierUo'ii. '^a «I&»k&. 
>od at £rat appears as a bngb.'b xoA. inufk. liiEn^-^i^ 
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limited to a portion of the conjunctiva, but during the 
process of absorption the colour loses its intensity, and 
passes through a variety of shades which diffuse them- 
selves over the front of the eye. 

Treatment. — ^A few days* rest is generally all that is 
required. Cold applications are grateful, and may be 
used either by allowing the patient to sponge his Qjes 
three or four times a day with cold water, or by prescrib- 
ing for him some cool evaporating lotion (F. 61, 52). 

liACEBATIONS OF THE CONJUNCTIVA covering 
the eye, but without any other injury to the eye or eye- 
lids, are generally occasioned either by the patient strik- 
ing his eye against some sharp projecting object which 
catches the conjunctiva and tears it as the nead is moved 
away ; or else by some second person running a shutter, 
or a pole, or whatever he may be carrying, against the 
eye. The injury is usually followed by swelling of the 
hds and conjunctiva, often sufficient to render it difficult 
to make a thorough examination of the eye a few hours 
after the accident. 

Treatment. — The eye should be closed, 'some water 
dressing should then be laid over the lids, and fastened 
in its place by one turn of a roller. It is very rarely 
necessary to apply any sutures to keep in situ the torn 
edges of the conjunctiva, as they usually fall together of 
their own accord; and there is seldom afterwards any 
sufficient strain to draw them apart, or to prevent union. 
An exceptional case might occur in which sutures would 
be called for : thus, if a flap of the conjunctiva was torn 
from the globe, so that it was reflected back on itself, one 
or two fine stitches would be required to hold it, after it 
had been restored to its proper position. When all the 
swelHnp of the lids and conjunctiva has completely sub- 
sided, if there is some muco-purulent discharge, two or 
three drops of a lotion of sulphate of zinc (F. 26) may be 
dropped into the eye twice a day. ^ 

For diseases and injuries of the conjunctiva of the eye- 
lids, see Section Diseases of Eyelids. 
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CHAPTEE 11. 
DISEASES OF THE CORNEA AND SCLEROTIC. 

COBKEITIS — Keraiitis — Inflammation of the Coimea — • 
is a disease of impaired nutrition most frequently seen in 
children and young people. It is met with in the pale 
and half-starved, as well as in the over-fat and impro- 
perly-fed child ; or it may be caused from some consti- 
tutional taint, such as struma or inherited syphilis. The 
two latter, however, present peculiarities wnich distin- 
guish them from the simple form of corneitis we are now 
considering. True or simple corneitis is a disease which 
extends itself over an uncertain period of time, runs a 
definite course, and with a strong tendency to get well if 
not thwarted by the injudicious use of drops and nos- 
trums, suggested by the zeal of the surgeon or the rest- 
lessness of the patient. Corneitis may be confined to the 
one eye, but both are generally affected. It usually com- 
mences in one eye and steadily progresses until it has 
reached a certain stage, when the second eye becomes 
attacked, and passes through exactly the same series of 
symptoms. Both eyes are now affected, but the one in 
which the disease began is in advance of the other, and 
is the one first to recover. The interval which elapses 
before the second eve is involved is very variable, in some 
cases it may only be a few weeks, in others as long as 
three or four months. The progress of the disease to- 
wards recovery is very slow ; it may vary, according to 
the acuteness of the attack, from six months to one and a 
half or two years, dating from the commencement of the 
attack in the first eye to the ultimate recovery of that in 
the second. With tne knowledge of these facts, the prog- 
nosis of the surgeon ou^ht to be guarded. 

Symptoms. — The disease usually commences with a 
pinlash redness of the ciliary region, shading off and be- 
coming lost in the general whiteness of the eye. This 
redness will occasionally be at first confined to one or 
more vascular patches around the margin of the cornea, 
or there may be present from the very beginning a dis- 
tinct pinkish tinge of the whole ciliary zone. The eye is 
irritable and shines the light. The cornea now begins to 
look hazy and the sight is dimmed. A.^ \^^ c^TOkSs^^ ^V 
vances, the hazineaa of the cornea, t\iQ \«yaQ.\x\»iTA.'3 ^^'l *^^ 
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eye, and the intolerance of light increase. The brilliancy 
of the cornea becomes so daUed that it looks like a win- 
dow-pane which has been breathed on, or like a piece of 
ground-glass. One part of the cornea is frequently more 
deeply affected than another, and a patchy appearance is 
thus given to the cloudiness. There is generally consi- 
derable lachrymation, and oftentimes a good deal of pain 
in and around the eye, with a sense of ^rittiness oi the 
lids. The disease having reached its height, the process 
of repair sets in. The vessels around the margin of tho 
cornea shoot into the substance of the corneal tissue and 
give to the part of that structure which they invade a red 
velvety appearance. In very severe cases this condition 
of pannus will extend over the greater part of the cornea. 
It is quite distinct in appearance from the vascular 
cornea, which is induced by the friction of granular lids. 
Gradually this excessive vascularity subsides, and as the 
blood-vessels disappear from sight, patches of cornea 
again become transparent, until at length the reparative 
process is completed. Such is the course of a simple un- 
complicated case of comeitis, which having run through 
the various stages of the disease has terminated favour- 
ably. The disease, however, may not progress so satis- 
factorily, and ulcers may form either at the margin, or 
central portion of the cornea, which will considerably re- 
tard recovery. (See Ulcers op the Cornea, p. 43.) 

Besults of Comeitis. — The eye may completelv re- 
cover, the cornea regain its transparency, and the sight be 
restored. Generally, however, even in favourable cases, 
the acuteness of vision is diminished, either by a haziness 
so diffused and slight as not to be noticed by an ordinary 
observer, or else by a faint nebula which slightly iuvades 
the region of the cornea opposite the pupil. When the 
comeitis has induced ulceration^or sloughing of the cor- 
neal tissue, there will always remain a more or less dense 
nebula or leucoma. 

OHBONIO INTEBSTITIAL COBKEITIS, or inflam- 
mation of the cornea dependent on hereditary syphilis, 
was first accurately described by Mr. Jonathan Hutchin- 
son in his work on Syphilitic Diseases of the Eye and 
Ear, published in 1863. Patients suffering from this 
affection usually present marked signs of constitutional 
syphiliB, or evidence can be obtained from the parents of 
tneir having bad during infancy ^omQ Bpodfic symptoms. 
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Mr. Hatchinson states that ia almost all cases the sub- 
jects of this disease " present a very peculiar phynogttomy, 
of which a coarse flaoby skin, pits and scars on tne face 
and forehead, cicatrices of old nssnres at the angles of the 
month, a sunken bridge to the nose, and a set of perma- 
nent teeth peculiar for their smallness, bad colour, and 
the verticaMy notched edges of the central upper incisors, 
are the most striking characters"* (Fig. 3). He also 

Fio. 3. 




(After Hutchinson. ) 

notices the fact that this disease is frequently accompanied 
or preceded by iritis, and followed by such changes in the 
choroid as are often seen in heredito-syphilitic patients. 

Symptoms. — ^The disease usually commences in one eye 
with a diffuse haziness near the central part of the cor- 
nea, which when carefully ezamined is lound to consist 
of dots of opacity in the substance of the corneal tissue. 
These interstitial deposits increase in number and size, 
whilst some of them coalesce with others, gradually ren- 
dering the whole cornea opaque, with the exception of a 
circumferential band which commonly retains more or less 
of its transparency. The cornea loses its brilliancy, and 
ultimately assumes a dull ground-glass appearance, but 
the cloudiness is seldom uniform, patches of it being of 
deeper density than the rest. Tnere is intolerance of 
light, varying in intensity, but generally not very severe; 
there is supra-orbital pain and redness of the cihary zone 
of vessels around the cornea. After a time the opacity of 
the cornea begins to clear, and gradually its transparency 
and polish are either partially or entirely restored. It 
is, however, very rare that the recovery is complete; 
patches of nebulosity remain which impair vision in 
accordance with their situation and density. The second 
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eye usually becomes affected from one to three months 
after the first one, and runs through a similar course. 

In this disease ulcers of the cornea seldom occur. The 
duration of an attack of chronic interstitial comeitis* 
from its commencement in one eye to its termination in 
the other, is generally from twelve to eighteen months. 
The time will, however, necessarily vary with the extent 
and severity of the disease. 

STBUMOUS COBNEITIS resembles in its general 
characters the simple comeitis already described. The 
patients are usually children or young persons, who 
exhibit all the characteristics of struma. There is great 
photophobia and lachrymation ; and a peculiar tendency 
to ulceration, which may take place at one or more points 
on the surface of the cornea. The disease is very tedious, 
and generally both eyes are affected, but like most forms 
of corneitis one eye is attacked some weeks in advance of 
the other. 

QEKEBAL TREATMENT OF COBKEITIS. — As 

this affection naturally extends over a long space of time> 
it is well to remember that the effects of remedies are 
slow, and that judicious treatment consists rather in 
guiding the disease to a favourable termination than in 
the endeavour to cut it short by the use of powerful 
agents, which generally exert a prejudicial influence. 

Constitutional Treatment. — At the commencement 
of the attack the bowels should be cleared out by a purga- 
tive (F. 153, 154, 158), and if the attack is acute and 
the dread of light is severe, a saline mixture (F. 136), 
or one containmg small doses of tartarated antimony 
(F. 136), may be prescribed; but these must in a few days 
give way to tonics of the mineral acids with cinchona 
(F. 138), or to some of the preparations of iron, quinine, 
or both combined. During the continuance of the attack 
the state of the health should be carefully attended to, 
and medicines should be prescribed or omitted as the case 
may seem to demand. Where there is great intolerance 
of light and lachrymation, or where the patient is restless 
and sleeps badly at night, opiates are of great service, 
taking care that during their administration the bowels 
act regularly. Small doses of tinct. opii, or tinct. bella- 
donnsB (F, 140) may be given with the bark mixture every 
four hours during the day •, ot a larger ^o^^ ^iiXXx^ ^^\«»t€ 
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may be ordered every night. In cliildren of two or three 
years of age, a powder of pal v. ipecac, comp. cum potaes. 
nitrat. (F. 160) at bedtime is often very useful in allaying 
the excessive irritability and restlessness which are so 
frequently seen in comeitis. 

In all cases of inflammation of the cornea, or indeed of 
any of the tissues of the eye in which there is a dread of 
light, the eyes ought to be protected from painful exposure 
to glare. In the house this is best effected by drawing 
down the blinds, or partially closing the shutters, and by 
shading both eyes with a broad light shade ; but out of 
doors dark-coloured glasses should be used. The neutral- 
tint glasses are far more efficient in affording relief from 
glare than those of a cobalt-blue colour — they may be 
obtained of any shade. In making a selection, those 
neutral tints should be chosen which do not contain much 
yellow. The cobalt-blue glasses, from being less unsightly, 
are generally preferred by the patient, and in the slight 
cases of photophobia answer their purpose exceedingly 
well. The best form of spectacles are those with large 
curved glasses ; they sufficiently protect the eye from light 
and wind, whilst tliey do n3t maKe it hot. 

The popular system of tying up the eye with a hand- 
kerchief to exclude it from light is essentially wrong, and 
should not be allowed. 

In the ohronio interstitial Comeitis, Mr. Hutchin- 
son recommends "the cautious use of mercurials and 
iodides, at the same time supporting the system by tonics 
and a liberal diet." He advises a little of the mild mercurial 
ointment to be rubbed in behind the ear, or beneath the 
axilla every night, but a strict watch should be kept to 
prevent the patient from becoming salivated. Inter- 
nally, the syrup of the iodide of iron (F. 142), or the mist, 
potassii iodidi cum ferro (F. 143) may be ordered ; but 
should these medicines disagree, or the r>atient be 
very feeble, tonics of iron, quinine, or bark may be 
substituted. 

In strumous children, cod-liver oil and the syrup of 
the iodide of iron in small doses do much good. Where there 
is a tendency to rickets, the phosphates and hjpophos- 
phites of iron and lime, either singly or combined (F. 145, 
146), are often of service. But the greatest benefit will 
be derived from bracing country or seaside aLr^ Etrvdi 
cleanliness, and a well-regulated nuttii\Qu% ^<!^»)\gl^<«(^^ 
pure nulk and new-laid eggs iona a \>ail. 

D a 
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Local Applications.— In corneitis, sedatives to the 
oye give great relief, and of these belladonna is the most 
efficacious. When there is great irritability a warm 
fomentation of belladonna (F. 9) may be applied to the 
closed lids by means of a cupped sponge ; or, if cold is 
more agreeable to the patient, the eye may be frecjuently 
splashed with cold water, or a fold of lint wet with the 
belladonna lotion (F. 40) may be tied oyer the lids, and 
moistened as often as it becomes dry. A few drops of a 
solution of atropisa sulph. gr. 2 ad aqusa 51 niay be 
dropped two or three times a day into the eye when the 
dread of hght is very severe. Thus frequently applied, 
it acts as a direct sedative to the ciliary nerves, ana also 
paralyses the accommodative power, and places the eye in 
a state of rest. It is, however, very difficult to use atropine 
drops in young children, as the struggling which ensues 
whenever the attempt is made to put them into tbe eye 
often does more harm than the remedy is likely to do 
good. In such cases the compound belladonna ointment 
(F. 124) rubbed in over the brow night and morning, or 
the belladonna liniment smeared over the brow, will pro- 
bably act beneficially. Stimulating applications to the 
eye almost invariably do harm ; they are very painful and 
increase the irritation. 

Counter-irritation is often of great benefit. The brow 
and integument of the upper eyelid may be painted with 
the tinct. iodi, taking care not to paint it too thickly on 
the upper lid. A stick of nitrate of silver moistened with 
water, drawn twice or three times across the skin of the 
upper lid, is a good counter-irritant, and sometimes does 
much good in relieving excessive photophobia ; it must 
be applied very cautiously, as when it is laid on too 
thickly it will blister, or even produce a slough of the 
skin, and in addition it is very painful. If the applica- 
tion of the iodine or the nitrate of silver affords relief, it 
may be repeated at intervals of a few days or a week. 

DIFFUSE SUPPURATIVE COBNEITIS is generally 
the result of an injury such as a contused or lacerated 
wound of the cornea, but it may also come on from con- 
Btitutional causes. It may follow any operation on the 
eye in which the cornea is involved ; and it is one of the 
most fatal terminations of the operations for cataract. 
The state o£ health of the patient at the time of the in- 
jury determineQ very much the iorm. oi VJcks VsAaxcLm^itiou 
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wliich may arise £rom it. A simple incised wound or an 
abrasion of the cornea, from which a strong healthy per- 
son wonld probably recover without an untoward symptom 
in a few days, may be sufficient to induce in an unhealthy 
patient a diffuse suppurative comeitis which will destroy 
the eye. 

Symptoms. — ^The cornea grows dull and steamy; pus is 
effused between its lamellsB, at first only in a small quan- 
tity at one spot, but it soon increases and diffuses itself 
throughout the corneal structure. In severe cases I have 
seen the whole tissue of the cornea pervaded with pus, 
but in the slighter ones it is generally confined to one 
part. 

The eye is hot and painful ; there is great congestion of 
the conjunctival and sclerotic vessels ; dread of nght, and 
lachrymation. The deeper pai*ts of the eye participate m 
the inflammation, the iris loses its mobihty, the aqueous 
becomes serous, and pus is effused into the anterior 
chamber (hypopion). 

The pus between the layers of the cornea now makes an 
exit for itself, and this it does by progressive ulceration 
either anteriorly towards the surface, or posteriorly into 
the anterior chamber. In the majority oi cases the cor- 
neal abscess bursts anteriorly, and a sloughing-looking 
ulcer is left. 

Besults of Suppurative Comeitis. — ^If the whole 
cornea has been involved in a diffuse suppurative inflam- 
mation, and pus has been effused througnout the whole or 
greater part of the corneal tissue, complete loss of the eye 
must follow. If, however, the abscess of the cornea has been 
limited in extent the eye may recover, but a leucoma will 
remain, which will impair tne sight in proportion to its 
size, density, and position with respect to the pupil. 

It will be well to explain here the meanings of the 
terms hypopion, onyx, and abscess of the cornea, as con- 
siderable confusion prevails amongst students as to their 
right application. 

Hypopion is an effusion of pus into the anterior 
chamber. 

Onyx is often indefinitely used to signify a collection of 
pus between the lamellsB of the cornea; but it is only 
applicable to those small effusions at the lower part of 
the cornea, from the fancied resemblance of which to the 
posterior end of the finger-nail it haa dQTV?^^\\;&Tkaj£k.^* 

Absoess of the oomea and onys. t)ix^ \^^ m^^^ 
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regarded as synonjmoTis terms ; but as the word " onyr " 
indicates the appearance and locality of the disease ratiier 
than the disease itself, the term " abscess" should be con- 
sidered as applicable to those larger effusions of pus be- 
tween the corneal lamellsB into which onyx occasionally 
passes ; or to the diffused purulent infiltrations which are 
the result of diffuse suppurative corneitis. 

Treatment. — Warm fomentations of belladonna (F. 9) 
or of poppy-heads to the eye ; and in the intervals 
between using the fomentations, a fold of linen wet with 
the belladonna lotion (F. 40) may be laid over the closed 
lids. In many cases, and especially in those where there 
is a tendency to tension, I have found much benefit 
follow the use of the guttas eserise (F. 18) twice a day, 
and the frequent application of warm fomentations of 
poppy-heads. When there is pus between the corneal 
lameUse and with a tendency for the pus to extend, 
Samesch's operation (p. 39) will be of the greatest service. 

In cases of onyx and hypopion, when there is cm in' 
creased tension of the globe, Samesch's operation, or 
iridectomy, should be performed. It is oftentimes the 
only mode of treatment which affords a chance of 
recoveiy. Paracentesis of the cornea will also be of 
service when there is increased tension, but its effects 
are not so permanent or beneficial. The paracentesis 
may be repeated at intervals of one or two days if it 
gives relief. 

Constitutional Treatment. — ^The patient should be 
supported with a liberal diet and a fair allowance of wine or 
beer. Diffusible stimulants (F. 67) and tonics (F. 77, 79) 
are the most suitable medicines ; and if there is much 
pain or inability to sleep, opiates should be given either 
m small doses during the day, or in one full dose at bed- 
time. Attention should be paid to the regular and healthy 
action of the bowels, and, if necessary, some mild purga- 
tive or alterative be prescribed. 

Paracentesis of the Cornea may be performed as 
follows :— A broad needle is made to puncture the cornea 
towards its lower margin, the point being kept well 
forwards towards the cornea to avoid wounding the lens, 
when by suddenly turning the flat of the blade on to its 
edge so as to render patulous the opening it has made, 
the aqueous is allowed to run off. As soon as the iris 
closely approachea the cornea, which it will do when the 
aqueous naa nearly escaped, the \>\a.dft oi \)ckfeTifc^«b^Wald 
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be again tamed on the flat, and quickly withdrawn from 
the eye. 

Samesoli's operation consists in making an incision 
with a fine Graefe's knife through the centre of the ulcer 
of the cornea, or the spot which is infiltrated with pus, and 
sufficiently deep to open the anterior chamber throughout 
the length of the cut. The incision should include a 
minute portion of healthy cornea on each side of the 
ulcer. The lids should be then closed with a compress 
and bandage, and gutt. eserioa (F. 18) dropped twice daily 
into the eye. In the after-treatment the eye should be 
examined daily, and the incision kept open either by 
gently passing a fine probe or the point of a Graefe's 
knife between its edges, or by pressing the upper or lower 
eyelid upon one of the margins of the wound^ so as to 
cause it to gape. This treatment should be continued 
until healthy reparative action commences. 

DKABQINAL COBKEITIS. — ^This name is well applied 
to a low form of inflammation which commences at the 
extreme border of the cornea, and creeps on slowly, 
slightly invading the corneal tissue for a short dis- 
tance, but seldom if ever involving the whole of its 
structure. 

Symptoms. — It commences with slight dread of light, 
lachrymation, and grittiness of the eye, which increase in 
intensity as the disease advances. On examining the eye 
there will be found at one spot close upon the cornea a 
vascular patch, and the corneal edge which corresponds 
to it looks swollen and softened. This condition may in- 
volve a third or even more of the margin of the cornea, 
but it seldom includes the whole of its circumference. In 
a few days a small diffused haze will be noticed near the 
margin of the cornea, and this will gradually extend, some- 
times so as to include the part which is opposite the 
pupil, but it rarely invades the whole cornea. Occasion- 
ally this form of corneitis is accompanied with one or more 
small marginal herpetic ulcers, so as to closely resemble 
the phlyctenular ophthalmia. The disease is tedious ; it 
may be acute at tne onset, but in its duration and re- 
covery it is generally chronic. It is also very recurrent. 
The patients who are most liable to marginal corneitis are 
those who are in a low state of health, fl is QQii^Q^:^<^\!^k^ 
met with amongst the anxioua au^ o^er^ot^^^^ ^».V\si. 
mothers who are enfeebled iroxa o^<iT\^^\»N}tfyci\^»^*^ 



jrtnkii M « «ta.ii> wv'uii ;vnit» . bu: u ;h* word ** t 
ivju-ni'.K- Aj-ivAiMuv jai;',v,t-.:» - ; tbtf iUeaM r 



. S.i!!ii\n'h"# oivration 
■v!.v!iii.\l It i* i^witimM 
■111 «!n,!i alFonU n oluuiOi 
I ,'[' tho ivmiN) will a1k> b 
iti,'i\\ti«\l tittiih'n, but ita ef 
:wUI. 'I'lw 



HttVn 



.u«MWM\^M«t Tvw«(m*ut— I'M 



Himoich'g pperaticn ^:':;£i^:> '^ '- »>•- - &:: i^^'^ka 
»na ft fee GradT* tife •ir:-=i'i ih^ ;K;Tre ■:: lit alMr 

nSasETlr deep •-:. :f^:: lie a:.Mrl r cLas-iirr tir::!;":!: -t 
•i* la:^ cf lie c\x. _Tis -irlsiis ti;;^I _i=:';;i*^a 

:^. Tat jii iouli 1^ liis c'.-.M-l-Biti a i^.=ij;^reM 
iiiilaudftge, i»i rs\;.*»i-:ia y.l- ^;r:]■J■^i twi^e iiailr 
— Siheeje, In"iit kiter-iriiii-.i': lis iTr ii;ulj I* 
oaaine^' aailj. aal ijw ii:sii:= kej-t £j*s t::i-:r br 
ks*Jt f«a£^i a tae jrjl* (r -.ie i>;;it ;■! a GrieiV* 
irif* b^ween hs eicw, «■ by [.■reJi;t j tie ^rit- ^r lower 

euue it to cape. This ireii=.ci.; si:'ali i-e c;:.ur.uL'i 
Gntil bulli] J TepuatiTe Bciios h^^^t:.:*:. 

KAxaiVAZ. COMmns.— Ts:5 taiae ia weU aX'plieJ 
ttalbw fjTm (J inJanacasiia whiih i-osiEaeiifM at the 
I botd» ol tka ooniea. a^l freri<$ oa s^uwlv, 
r imndiiw tka cont-&l tisK? icr a iLcrt dis- 
■ :.lTi5 lie wli;.le cf its 

.. ™^^..^<^, ^:-Ji sHjit ureaJ cf 'li^lit, 

, grilUQe^ tf tie i-v*, wafoh issrease in 

advanjis. 0:i cias-icins the <-Te 

>ne Fpot c'ose --JTH tie oornea a 

e corneal e-l.-e wLirh correfpinM 

softened. Tiiia c.uiition icav »• 

ivire of the maraic (■:" tbi' wrnw"" 

the whole ofits circair/i'rrn-.'^- la 

" td haze wUl l-e notice.', near the 

1 this will gradually cx.\«nA, «>n»- 

the part whieh » ori^;*"* »« 

i*etC whole eornM. Ooea^.^-^ 

uke«. 80 a« to cl.«elT resemble ^ 
t liut in its duralion aiidl 
It ii alio ""f n*''™ 
;b]eto»"3'?"'="""'l'!_ 




40 DISEASES OP THE CORNEA. 

may be brongbt on by an exhausting disease, such a^ 
lencorrboea or menorrhagia. 

Treatment. — ^The eye should be shaded from strong 
lights, and rested as far as practicable by the avoidance 
of reading, writing, and all kinds of close work. If there 
is much dread of light, gutt. atropisB (F. 15) may be used 
once or twice daily ; or the eye may be bathed frequently 
with a lotion of atropine (F. 39), or of belladonna (F. 40). 
If the marginal comeitis is apparently dependent on 
overwork, or close confinement to business, change of air 
and recreation are the most powerful curative agents. 
The medicines which do the most good are tonics of bark 
or iron, combined with the mineral acids, or with small 
doses of liq. strychniaB, or tinct. nucis vomicae (F. 73, 74, 
75, 84, 86). 

PHIiYCTENTJIiAB OPHTHALMIA — S(yi'ofulou8 
Ophthalmia — is most frequent in young childi'en from two 
years old and upwards, but it is seldom seen in patients 
after the age of pubertv. It is characterised by intense 
intolerance of light ; tne photophobia is greater in this 
than in any other disease of the eye. In severe cases the 
child is commonly seen with the lids tightly closed, and 
with a fist over each eye, or with his face buried in the 
dress of the nurse who is carrying him. Any attempt to 
look at the eyes is met by violent spasmodic contraction 
of the lids, and if after severe struggles the lids are 
parted, the globe is found to be so turned upwards that 
it is impossible even to see the cornea. The exposure of 
the eye to the slightest light often brings on a fit of rapid 
sneezing. In sucn cases when it is desired to see the eye, 
the child should be given a few sniffs of chloroform, 
sufficient to dull his sensibility, without putting him 
completely under its influence. An examination can then 
be made without any struggling ; but in addition to this 
the chloroform often exerts by its sedative influence a 
very beneficial effect on the eye, and the child awakes 
from his sleep with a decided diminution of the photo- 
phobia. It will be often found that the severity of the 
symptoms is quite out of proportion to the apparent 
dSsease ; frequently there is but little to be seen except 
one or more small phlyctenulae close upon the margin of 
the cornea. These phlyctenular are, however, of an her- 
petic nature, and run a course somewhat similar to an 
herpetic eruption on other parta oi Ai^ift\io^"^. K\» %x^\» 



PHLYCTENULAR OPHTHALMIA. 41 

they appear as small vesicles, the contents of which soon 
hecome turbid; the vesicles then burst and form small 
superficial nlcers, which eventnally heal without leaving 
any visible scars to show where thev have been. The 
whole eye in some cases is much bloodsnot, whilst in other 
instances when the lids are first opened the conjunctiva 
is found to be scarcely tinged, but it soon flushes up on 
exposure to the li^ht. Occasionally a leash of red vessels 
may be seen running up to one or two of the phlyctenulse. 

Scrofulous ophthalmia is more frequent amongst the 
poor than the nch ; the strumous child is the most liable 
to it, but the impure air of dirty confined lodgings, com- 
bined with an msufficiency of sunlight, improper diet, 
and want of care, will induce the disease in children who, 
under more favourable circumstances, would not suffer 
from it. This form of ophthalmia is frequently associated 
with eczema, impetigo, sores about the nose and lips, 
and with enlarged cervical glands, indeed with all those 
kindred complaints which are so frequently met with 
amongst the poor scrofulous children in a London hos- 
pital. Scrofulous ophthalmia is tedious in its progress, 
and very recurrent. 

Treatment. — During the early and acute stage of the 
disease, when the photophobia is very intense, the vinum 
antimoniale in doses of from min. 10 to min. 20 every 
four hours often exercises an almost specific effect in 
relieving the dread of light. If, however, it fails to do de- 
cided ^oodin three or four days, it should be discontinued. 
Sedatives will sometimes prove of great service, and 
small doses of tinct. hyoscyami, succus conii, tinct. bel- 
ladonnse, tinct. opii, or sol. mori)hi88 muriat., may be 
given singly at short intervals during the day ; or they 
may be combined with bark, or with the mineral acids, or 
with any other medicine which the state of the patient 
may suggest. Where there is much debility with languor, 
and restlessness at ni^ht, mist, cinchonsa (F. 138, 139) 
may be prescribed during the day, and pulv. ipecac, comp. 
cum potass, nitrate (F. 150) in doses of ^r, 3 or gr. 4, ac- 
cording to the age of the patient, at bedtime. 

The preparations of iron are very valuable in scrofulous 
ophthalmia, but they should not be continued for too long, 
or be ordered with a hot skin and furred ton^jue. £i 
decidedly scrofulous children, the syrui^. tex\ \qA\^» ^t 
the syrap. ferri hypophosphit. m io^ea TXiVa. •"Vb \ft tssmi. 
20, twice a day in water, are oi mu(^\i^^'^^^ ^Wws^^ 
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there is simply ansBmia, the ferram redactum gr. | to 
gr. 1, or the lerri carb. saccharat., in doses of from gr. 2 
to gr. 6, are the best. Cod-liver oil may be often advanta- 
geously prescribed with the iron ; it is especially service- 
able where there are evidences of lailiug nutrition. 

When there is much eczema of the eyelids, with dis- 
charge from the nose, and swelling of the lips, small 
doses of the liquor arsenicalis (F. 147) will frequently 
afford great relief when ail other remedies have failed. 

The regular and healthy action of the bowels should be 
strictly attended to, and purgatives ordered when neces- 
sary. If the child suffers from ascarides, means should 
be taken to rid him of them. This is best done bjr an 
injection of two or three ounces of infusion of quassia into 
the rectum ; or, if this fails, an injection with a few minims 
of tinct. ferri perchlorid. to the ounce of water may be 
used. After the injection, a powder of cal. cum scammon. 
(F. 167, 168) should be given. 

liOoal applications may be considered under two 
headings : a. Sedatives to the eye ; /3. Counter-irritants. 

a. Sedatives to the Eye. — Of these the most useful is 
the sulphate of atropia, a solution of which gr. 1 ad aquaa 
51 may be dropped mto the eye three or four times daily. 
Unfortunately the use of this remedy is very often im- 
practicable, from the resistance the child offers to every 
attempt to put the drops into the eye. When there is 
much struggling the drops ought to be discontinued. 
Much comfort is frequently obtained from bathing the 
eyes with the belladonna lotion (F. 40), and when the 
cnild is asleep applying a fold of linen wet with the lotion 
over the closed lids; or iced water may be used in a 
similar manner. The belladonna liDiment of the British 
Pharmacopoeia rubbed into the brow will occasionally 
afford ease ; or the unguent. belladonnaB comp. (F. 124) 
may be applied over the brow and temple, and allowed to 
remain on during the day. When there is eczema of the 
lids; the best application is the lotio boracis, or the lotio 
boracis cum soda (F. 59, 61). 

p. Counter-irritants. — 1. A stick of nitrate of silver 
moistened with water may be drawn once or twice across 
the skin of the upper lid. It is a painful application, 
but it frec[ucntly gives marked relief. If applied too 
freely, it will blister, and may cause sloughing of the lids. 

2, The tinct.' iodi may be painted over the brow and 
upper eyelid, taking care tlaat "nouQ oi \\» wsLTL^X^Xw^^-ii 
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the lids into tlie eve. Over the integument of the lid it 
most be painted lightly, as it soon blisters. 

3. Small blisters, the size of a sixpence or a shilling, 
may be applied to the temple. If the emplast. cantharidis 
be nsed, the blister should be removed at the expiration 
of four hours. For children, the best and least painful 
blister is Brown's cantharidine or blistering tissue. 

COBNEO-IBITIS is an inflammation of the cornea and 
iris. The disease usually commences in the cornea and 
afterwards extends to the iris. It mostly occurs in 
patients enfeebled by disease or excessive work, and in 
those who have previously suffered from syphilis. 

Symptoms. — Haziness of the cornea, cuiary redness, a 
sluggish and irregular pupil, pain in the eye and around 
the orbit, and frequently great photophobia and lachry- 
mation. 

Treatment.— The pupil should be kept dilated with the 
guttae atropia (F. 15), dropped twice daily into the eye ; 
or the lotio belladonnse (F. 40) may be frequentlv used. 
If there be much pain in the eye and around the brow, a 
iitlle of the unguent, hydrarg. cum belladonnH (F. 126) 
or the unguent, hydrarg. cum atropia (F. 125) rubbed 
into the temple night and morning often affords relief. 
As the patient is generally in a low state of health, tonics 
of ouinine and iron (F. 80, 81), or bark with the mineral 
acids (F. 75) should be prescribed. When, however, 
there is a distinct syphilitic history, the mist, potass, 
iodid. (F. 91), or the mist, potass, iodid. cum ferro (F. 92), 
should be given. It is seldom advisable to give mercury 
intemallv in tbese cases. The disease is one of low power, 
and all tne benefit likely to be gained from mercury will 
be obtained by the mercurial inunction above mentioned 
nto the temple. 



ULCERS OF THE CORNEA. 

XJLCEBS OF THE COBNEA may be caused by 
severe inflammation of the conjunctiva, or cornea, and 
may occur during the progress of the attack. They 
are thus frequency seen in purulent and gonorrhoeal 
ophthalmia, and in comeitis, especially iu IIcl^ ^^x\sJfik!^^v!^ 
and diffuse suppurative forms oi t\ie aaaeska^, ^Vet^ ^x^^ 
however, some special ulcers vrMcb. seem \.q oTv%va»5^fc\sL 
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the cornea, and not to be secondary to active inflammation 
of either that structure, or of the conjunctiva. Ulcers of 
the cornea are always indicative of impaired health, and 
are consequently met with in the feeble, the overworked, 
the strumous, and the rheumatic patient. They are 
always accompanied with pain and grittiness of the eye, 
photophobia, and lachrymation. The cornea, except in 
the immediate vicinity of the ulcer, may retain its trans- 
parency, but the conjunctival surface of the globe is 
usually more or less reddened, and rapidly flushes on 
undue exposure of the eye to light. Ulcers of the 
cornea may be either acute or chronic, superficial or 
deep. 

SUFEBFICIAIi ULCEBS OF THE COBKE A are 

most frequently met with in young people, and especially 
in delicate children. The disease may oe confined to one 
eye, or both may be afi'ected, or they may be attacked 
alternately. There is considerable photophobia and lachry- 
mation, with a sense of heat and grittiness in the eye. 
There are two forms of superficial xdcers of the cornea : 
the nebulous and the transparent ulcer. 

The Superficial Nebulous Ulcer may occur at any 
part of the cornea, either towards its periphery'or its centre. 
Carefully examined, it appears as a small, irregular, ill- 
defined, greyish-looking ulcer. The edges of the ulcer 
are frequently slightly raised and of a darker grey tinge 
than the central portion, which will be found occasionally 
almost transparent. The ulcer having been formed, it 
may remain almost stationary for a short time, and then 
begin to heal. This is the course which such superficial 
ulcers usually run ; it is exceptional for them to penetrate 
deeply the corneal tissue and to lead to perforation and 
prolapse of the iris. As the ulcer advances towards re- 
covery it first assumes a more opaque appearance, the 
central excavation then becomes fiilled in and its edges 
bevelled. Frequently one or more red vessels may be 
seen running to it from the margin of the cornea ; these 
are vessels of repair, and ought when they have accom- 
plished their duty to become so reduced and contracted 
as to cease to be visible, or to interfere with the normal 
transparency of the cornea. Gradually the opacity of the 
healing ulcer is reduced, and day by day the parts slowly 
become clearer, until at length complete or partial trans- 
parency is restored. These -alceTa oi \)cifc wsraa^ ^x^ ^'^ixika- 
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rally acute at their onset, bnt they will often drift into the 
chronic state. 

Superficial Transparent XJloers of the Cornea.— 
The symptoms which accompany the formation and pro- 
gress of these nlcers resemble those of the nebulous mcei^ 
jnst described, and they occur amongst the same class of 
patients. There is the same photophobia and lachry- 
mation, with redness of the eye on exposure to light, 
the only characteristic difference being the appearance 
of the lucer. On gently raising the lids so as to examine 
the eye, the epithelium of the cornea seems as if it were 
abraded or scratched off at one or more points. The 
transparency and polish of the cornea at this stage of 
the disease is unimpaired, and each ulcer, if there be 
more than one, is seen as a glistening facet. The first 
indication of a healing action in these ulcers is shown by 
their losing their transparency and becoming grey and 
cloudy ; the cloudiness often extending beyond the 
margin of the ulcer. Their clear outline is soon lost, 
their slight excavation filled in, and the even surface 
of the cornea is restored. If the ulcer has not pene- 
trated below the epithelium, transparency is regained; 
but if it has extended into the true corneal structure, 
a nebula or semi-transparent leucoma will be afterwards 
left. 

Treatment. — Soothing applications to the eye, which 
may be used either hot or cold, in accordance with the 
feelings of the patient. Fotus papaveris, lotio bella- 
donnsB (F. 40) ; or if there be great irritability, the guttsB 
atropisB (F. 15) dropped into the eye three or four times 
daily. All stimulating drops or lotions are injurious. 
In children, an alterative powder of hydrarg. cum creta 
cnm rheo (F. 152, 153), given every second or third 
night, is very beneficial. If the skin be hot and the 
tongue furred, the mist, salin., or mist, antimonii tar- 
tarati (F. 135, 136), should be ordered ;. but as soon as the 
secretions have become healthy, bark, the mineral acids, 
preparations of iron, and cod-liver oil, are the most suit- 
. able remedies. 

DEEP TJLCEBS OF THE COBNEA.— The superficial 
ulcers described in the })receding paragra})hs may become 
deep, and so be rijrhtly included under m\a\\ftmY[i.^\\yQ^» 
this is not the course they usually puxsxxft. 'YViAX^ «t^% 
hwerer, certadn ulcers the tendency ol '^\iv^ "^ ^ ^^"^ 
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tensive destrnction of corneal tissuei leading frequently to 
perforation and prolapse of the iris, and to these the term 
*• deep" is fitly applied. They may be seen in patients of 
all ages, and, unless produced by injury, are usually depen- 
dent on some constitutional defect. Generally they proceed 
from want ; but occasionally from excess. 

SLOUGHING ULCEBS OF THE COBNEA msLj be 
the result of a diffuse suppurative corneitis, induced either 
by injury or disease ; the pus between the lamelloB of the 
cornea having worked its way to the surface by progressive 
ulceration. They may also occur amongst the half-starved 
and overworked, as well as the drunken and dissipated. 
They must be then regarded as evidences of failing nutri- 
tion and want of nervous power. A sloughing ulcer of 
the cornea usually presents an irregularly excavated 
surface, with a whiti^h-yeUow slough/ appearance, and 
with its margins shelving and ill-defined. Around the 
ulcer the cornea is hazy. These ulcers often lead to com- 
plete destruction of the eye for all visual purposes ; but 
even when they yield to treatment and the eye recovers, 
it is always more or less a damaged organ. Sometimes 
they wiU perforate the cornea and prolapse of the iris 
Will follow; or occasionally they will penetrate the 
true corneal tissue, but their further progress will be 
stopped by the posterior elastic lamina or Descemet's 
membrane. An aperture is then seen in the cornea, the 
bottom of which is closed by a transparent membrane 
(Descemet's), which projects slightly into the wound. In 
this condition I have seen the eye remain for many weeks; 
the corneal wound may then begin to granulate and heal, 
but generally the posterior elastic lamina in the end 
gives way, the iris prolapses, and cicatrization follows. 
During the healing process, the cornea in the immediate 
vicinity of the ulcer becomes more cloudy, red vessels 
are seen invading its substance and running towards the 
ulcer, and in some cases in such numbers as to present a 
perfect pannus ; but these disappear from sight as soon 
as cicatrization is completed. The cornea in the locality 
of the ulcer may resume its transparency ; but the new 
material which has replaced that lost by ulceration will 
be more or less opaoue and leucomatous. 

Treatment (see Tebatment op Diffuse Suppurative 

C0RNEITI8), — There are, however, a few points to be spe- 

cialljr noticed. All stimulating appU(iatioTaka \»\5ci^xj\^^x 
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as a rule do barm. The toaching the ulcer with a stick 
of the diluted nitrate of silver, as recommended by some, 
is, I believe, in most cases positively prejudicial. When 
there is severe pain in the eve, paracentesis of the cornea 
will often afford much relief. In a sloughing ulcer of the 
cornea with increased intra-ocular tension, an iridectomy 
is of the greatest service. I have in my own practice seen 
the whole train of distressing symptoms immediately re- 
lieved by the operation ; the ulcer has taken on a healing 
action, and the eye has rapidly recovered. 

CBESCENTIO, or CHISELLED ULCERS OF THE 
GOBNE A. — ^This is one of the worst and most intractable 
forms of ulceration to which the cornea can be subjected, 
but fortunately it is one of the most rare. I have called 
these ulcers " crescentic " from their shape, and " chiselled" 
from their peculiar characteristic appearance, as if a por- 
tion of the epitheliam and true corneal tissue had been 
cut away with a chisel, or scooped out with the thumb-nail 
from the margin of the cornea. They always occur at the 
extreme edge of the cornea, but they are strictly confined 
to that structure, and do not in the slightest degree en- 
croach upon the sclerotic. In their progress they follow 
exactly the curve of the rim of the cornea, Dv which they are 
abruptly limited; the circumferential edge of the ulcer 
being cut sharply and deeply. They spread rapidly and 
increase both m length and depth. There may be two or 
even three of these ulcers at different parts of the margin 
of the cornea, and, unless their progress be arrested, 
they may spread and unite, and so insulate the central 
portion. At the commencement of the disease the ulcers 
are perfectly transparent ; it is daring their healing stage 
that they grow nebulous. They frequently perforate the 
cornea, and cause extensive prolapse of the iris ; or, as in 
the sloughing ulcers, the advance of the ulceration may 
be stopi^ by the posterior elastic lamina of the cornea ; 
but this usually in the end gives way, and prolapse of the 
iris ensues. During the reparative process they become 
first cloudy, then of a greyish-white colour ; vessels shoot 
into them from their sclerotic border, and thejr are ulti- 
mately filled in with a semi-opaque cicatricial tissue. 
These crescentic ulcers are the source of ^reat pain in the 
eye and around the orbit, accompanied with photophQbi& 
and lachrymation on the slignteat ex^owvx^ \ft >cw^go5L* 
The/ do not seem ix) be connected, in aw^ '^^'^ ^vr^ w^^ 
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constitutional taint, such as syphilis or struma. The 
patients whom I have seen affected by them have always 
oeen in that state of health which is best described as 
** being thoroughly out of condition." 

Treatment. — ^These ulcers are so intractable, and so 
many means have been tried without success to check 
their progress, that it is difficult to say what is the wisest 
course to pursue. My own experience is, that in most 
cases it is best to leave the ulcers alone, and to apply 
either hot fomentations or cold lotions of belladonna 
(F. 9, 40) to the eye. In some cases I have seen rapid 
improvement follow the use of guttas eseriee (F. 18) twice 
a day, and closing the lids with a compress kept moist 
with a warm decoction of poppy-heads. All exposure to 
strong light should be strictly avoided, by obliging the 
patient to shade his eyes, and to keep the room m which 
he lives darkened. A liberal diet and tonics with diffu- 
sible stimuli should be ordered, and if there is pain or 
restlessness opiates should be given either in small doses 
at short intervals, or in one fuU dose at bedtime. In two 
cases I have seen a partial syndectomy performed by 
excising close up to the margin of the cornea a portion of 
the conjunctiva and subconjunctival tissue about i inch 
in width, and in a line exactly corresponding with the 
ulcer, but in both it failed to do any good. Mr. BowmaD, 
however, relates one case in his private practice in which 
he performed this operation with most marked success. 
The ulcer, which had before resisted all treatment, at 
once took on a healing action, and soon cicatrized. 

Another mode of treatment is to touch the ulcers freely 
with the nitrate of silver so as to destroy their surfaces 
with this escharotic, on the same principle as a phage- 
dsenic sore is treated with nitric acid. A fine camel's- 
hair brush, moistened with water, should be drawn several 
times across a solid stick of nitrate of silver, and then 
applied to the whole surface of each ulcer, and this should 
be repeated every three or four days, until a healthy 
action is set up. At the same time opium should be 
given to the patient in doses of from gr. ^ to gr. 1 every 
four or six hours according to the severity of the symp- 
toms. I have seen this plan of treatment followed oy 
great success. 

I have treated successfully several cases in the follow- 

ing' manner : — ^A lotion of carbolic acid min. 3 ad aquas 51 , 

to be need aa a wash every t^o ox ilai^e hours, and a 
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little to be allowed to go into the eye with each applica- 
tion ; and in the internals the eye to be closed with a 
compress of absorbent cotton wool, kept wet with the 
quinine lotion (F. 53) ; quinine and opium (F. 112) to be 
given every fonr or six hours, and the regular daily action 
of the bowels maintained by the mist. senna9 comp. when 
necessary. Each case of crescentic ulcer of the cornea 
must be treated on its own merits, and if one plan of 
treatment fails, another should at once be tried. 

OHBOKIO VASCTJLAB TJLCEB OF THE COBNEA. 

■ — ^This name has been applied to what is generally rather 
a vascular nebula than an ulcer ; it is the remains of an 
xdcer which has become filled in, but in which the vessels 
originally destined for its repair have, from some cause, 
become stationary, and bjr their presence keep the eye in 
a state of constant irritation. 

Syxnptom8.-^Continued irritability of the eye, with 
lachrymation and dread of light, varying in intensity but 
never entirely absent. The history is generally thiat of 
an ulcer of the cornea which had recovered up to a certain 
period, from which date the eye had ceased to mend, and 
had since been more or less irritable. On examination a 
small nebula will be seen on the cornea at a short distance 
from its margin, with one or more vessels, sometimes a 
regular bundle of them, running up to it from the sclerotic 
adjoining the corneal edge. It frequently happens that 
the patient has been under treatment for many months, 
and sometimes even for two or three years, during which 
time he has persistently dropped drops into the eye, both 
Btimulating and sedative in turn, but without gaining the 
sHghtest benefit from either. 

Treatment. — Omit for a time all applications to the 
eye, and insert a double silk- thread seton into the skin of 
the temple. The seton should be placed so high on the 
side of the temple as to be almost amongst the short 
hairs, as there will then be no noticeable cicatrices from 
the iQcerations at the points of ingress and egress of the 
threads. Care also should be taken to avoid wounding the 
branch of the temporal artery, which is in this locality. 
The seton should oe worn for about three or four weeks ; 
but it may be continued longer if it acts beneficially on 
the eye, and does not excite too great an irritation. In 
conjunction with the seton, other remedi^^ tu'di^ \a \i£v^^« 
The Jidflf of ike affected eye may \>^ \Le^\» <^<ci«^^, wi^^ 

£ 
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compress bandage (F. 3) applied oyer them, so as to give 
the eye for a time absolute rest ; or if the patient should 
find the compress hot and uncomfortablCi it may be given 
up, and a cool lotion (F. 45, 51), or iced water, or a cold 
douche may be used, with the lids closed, three or fonr 
times daily. The state of the patient's health should be 
carefully looked after, and any irregularity should be 
corrected. In order to giye the treatment eyery possible 
chance of success, the patient should, if his circumstances 
will permit of it, abstain from all work with the sound eye, 
and enjoy for three or four weeks rest with recreation. 

A FISTULA OF THE COBNEA is a small opening 
n the cornea which has little or no tendency to close, 
and through which the aqueous humour is constantly 
oozing. 

Causes. — 1st. A perforating ulcer of the cornea, which 
from some cause has been imperfectly healed. 

2nd. A contused or lacerated wound of the cornea, after 
which there has not been perfect union. 

3rd. A wound of the cornea with wound of the lens. 
The swollen lens pressing on the iris may keep np such 
constant irritation of the eye as to retard the union of 
the edges of the corneal wound. 

4th. A glaucomatous state of the eye following a per- 
forating wound of the cornea. 

6th. The presence of a foreign body within the eye ; 
the wound through which it entered, having failed to 
completely unite. 

Symptoms. — ^A shallow or scarcely perceptible anterior 
chamber, with a minute opening in the cornea, through 
which drops of the aqueous humour may be seen to 
exude. One useful method of diagnosing a fistula of the 
cornea is, to separate the eyelids with the fingers from 
the globe, and having dried the suspected spot of the 
cornea with a piece of blotting-paper, to notice if the 
surface again becomes moist whilst the eye is kept 
open. 

Treatment. — ^When dependent on a perforating ulcer, 
or a wound of the cornea, the fistulous orifice may be 
touched with nitrate of silver. This is best applied by a 
£ne camel's-hair brush, which has been first moistened 
with a little water, and then drawn a few times across a 
jptick of nitrate of silver. This application may be re- 
peated three or four times at intei^^iVft oi Vno dA.^^, if it 
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does not excite undne inflammation. If this treatment 
should fail, an iridectomy should be performed ; the 
spot at which it is made is not of much consequence, as 
in any part it will equally succeed in promoting the 
closure of the fistula. 

When the fistula is due to a cataractous lens pressing 
on the iris, and by the irritation it excites preventing the 
perfect union of the corneal wound, the lens should be 
removed. If, however, the maintenance of the fistula is 
caused by a glaucomatous state of the eye, an iridectomy 
should be made. Lastly, if all other means have failed, 
the edges of the fistula may be pared with a broad 
needle, and united by a single fine silk suture. 

NEBULA or CLOUDIKESS OF THE COBKEA 

may be caused by inflammation or superficial ulceration 
of the cornea, or by an injury which has induced a trau- 
matic corneitis. It m.ay be limited to a portion of the 
cornea, or it may be irregularly dilFused over its whole 
surface. In some cases uie nebula is duo to an inter- 
stitial deposit of lymph in the true corneal tissue ; whilst 
in other instances it is produced by a layer of fine semi- 
transparent cicatricial tissue formed during the healing 
process of a superficial ulceration. 

Treatment. — When the eye is free from all irritation 
some mild stimulating application will occasionally do 
good, by exciting the absorbents of the cornea to an in- 
creased activity ; but there are no specific remedies for 
the cure of nebula. The applications from which I have 
found the most benefit are the following : — 

1. Lotio hydrarg. perchlorid. (F. 67.) Two or three 
drops to be dropped into the eye twice a day. This 
remedy is often a powerful irritant, and should be discon- 
tinued if the eye becomes inflamed or painful. 

2. GuttfiB oL terebinth, cum ol. olivas. (F. 29.) At 
first these drops should be used very weak, but their 
strength may be increased if the eye is tolerant of them. 

3. Dusting calomel into the eye every or every other 
day for a short time. 

4. Guttffl zinci sulphatis (F. 26), or zinci chlorid. (F. 25) 
may be prescribed. 

5. A solution of the iodide of potassium (F. 24) dropped 
twice a day into the eye is tnought by many to do 
good. ' 

6. Salphate of sodsi, Mr. Powex apet(k^ Iik^ctox^^I ^> 
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the general reaults be has obtained from the nae of thiH 
dmg in corneal opacities. He saja that " in the employ- 
ment of thia salt the quantity that shonld be introdaced 
at one time into the eye ahould not exceed one or two 
graina, and the moat convenient mode of application cod* 
aiats in evertiDg the upper Ud, and bmsbing the powder 
lightly over the anrface with » caJuel's-hBir brash. * 

7. The late Dr. Mackenzie, of Glasgow, recommended 
the vapour of hydrocyanic acid.f 

LXrtXCOKA OF THE OOBITeA.— A lencoma is a denae 
white opa^ty of the cornea, canaed by a lose or destmction 
of apart of its anbatance, the gap thus made being replaced 
by cicatrii tjsaae, which is opaqae and white, inatead of 
transparent and coloorleas like nealthy cornea. It may 
be the reault of an injury, but more frequently it ia occa- 
sioned by inflammation and deep ulceration induced by 
other canses. It ia irremediable. With the lencoma 

Fia.4. 



A Lenconw of the Coiuea, copied from Dalrymplo's Plal«a. 

there ia often aome alteration in the shape of the pupil, 
from a portion of the iria having become adherent to the 
cicatrix. In auch casea the ulcer which had canaed the 
lencomn had penetrated the cornea, and the iris had 

. * Power oD Sulpbitla of Sod& for Reffloviiig Opacitiee from the 
Comet! The Pracdtionor, vol. i. p. 155. 
f MHckgatie oa the Diseaaea ot th« Et«, Vii. ediUan, pp. 639 
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eitlier been dragged into the wound as the aqneons escaped, 
or else, falling forwards, had contracted aahesions to the 
granulations which were afterwards to be converted into 
the cicatrix tissue. 

One of the evils which frequently results from a leucoma 
is, that the normal curvature of that portion of the cornea 
which remains transparent is changed in one or more of 
its meridians, and the eyo rendered astigmatic ; a defect 
which may sometimes be neutralized to a great extent by 
a properly-fitted cylindrical glass. 

When the leucoma occludes so much of the pupil as to 
impede the sight, an artificial pupil may be made opposite 
to that portion of the cornea which is most normal both 
as regards its transparency and curvature. 

To lessen the defect in appearance caused by a leucoma, 
the white patch may be partially or completely tattooed 
black, according to its size and situation. In cases of 
central leucoma a circular pupil may be tattooed on the 
cornea, and the outward defect be thus almost obliterated 
whilst the sight may be to a great extent restored by the 
formation of an artificial pupil. 

OFERATIOK FOB TATTOOING THE COBNEA.— 

This is done by making a series of small punctures into 
the corneal tissue, and running into them a strong solu- 
tion of Indian ink. The operation may be performed by 
a single-grooved needle fixed in a handle. A little Indian 
ink should be rubbed down on a palette and made suf&- 
ciently fluid to run easily after it has been placed into 
the groove of the needle oy a camel* s-hair brush. "With 
the needle well charged with Indian ink a series of punc- 
tures are to be made close to each other over the whole 
area of the spot to be coloured. Each puncture of the 
needle should pass through the corneal epithelium into 
the true corneal tissue. Two or three sittings are gene- 
rally required to make a good representation of a pupil 
on the leucoma. 

OFAOXTT OF THE COBKEA FBOU LEAD is caused 
bv the use of a lead lotion when the cornea is ulcerated or 
abraded ; the lead is deposited on the surface as a car- 
bonate, producing a milky-white patch, which is often 
sufficiently opaque to occlude either the portion of iris or 
thepupil which lies behind it. 

lie treatment conBists mTemoN\Ti^\5cL<5k\v3<5t^'lV»»^ 
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deposit which haa coated the abradttd surface of 
the cornea. This maj be done with a Email knife 
carved couTeily on its cnttins edge, aa in 
>- 6. Fig. 6. The lids being separated by a Bpecnlnm, 
'^** the operator with one hand fixes the eye with 
a. pair of forceps, whilst with the other he 
gently scrapes the whitened surface of the 
cornea, until, having detached the epithelinm, he 
comes down to the toin coating of lead : steadily 
but gently scraping, he will generally succeed, 
in detaching all that is required. Having com- 
pleted the operation, a few drops of olive oil 
should be dropped into tho eye, and a fold of 
wet lint laid over the dosed lids. 




Tlie woodcut (Fig 61 lepresents tlie appearaaco pro- 
Jiiied bj uHing a lead lotion to an eye wbilat there WSB 
n Urge iilceiBled sorfsLO of tlie cornea. On the patient 
from whom thiB drswing; was made I performed the 
operatiott above deacnbed a portion of the film of lend 
cnipped ofF m fine while acalee, and the remainder woa 
I'emoved by steady scnping. 

OAX,OABEOUS FILS OF THE COBKEA.— J^i/inni^ 
ti-ieaZ Opaeitiee of the Cornea,— These terms have been 
applied to a pecnliar form of opacity of the cornea caused 
by a deposit of tho earthy salts between the epithelium 
and the anterior elastic laraina of the cornea. Mr. 
Bowman, in his " Lectures on the Parts concerned in the 
Operations on the Eye," has recorded two cases, one in 
his own practice and the other in that of Mr, Diion. 
Since then Mr. Fairlie Clarke has published two cases in 
ite I^tbol<^eal Transactiona for 1870, ?. ?a\. l-o. lia. 
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these cases the patients were adults— the jonngest forty, 
the oldest fifty-eight ; both eyes were afiected hy an 
opaqae transverse band eitendinff across the centre i>t 
the cornea oppoeite the pupil, their margioH were shaded 
off abruptly, and beyond them the cornea was clear. The 
opacitiea were said to be " of a brownish tint," and " of 
a greyish-brown and rusty-brown colonr." In all the 
eaaes the disease commenced as a haze in each cornea, 
which deepened in intensity and increased in aize. The 
progrosB of t'}e growths was slow, occupying from six to 
fifteen years before they reached the dimensions described. 
There was no constitutional taiut, such as gont, struma, 
or syphilis, which could account for the development of 
theae opacities ; neither was there anything in the occu- 
pation of the men which could have led to their formation. 

FiQ. 7. 




CalcireouB Opacity of the Cornea (after Bowman). 

Treatment. — No medicine nor local application will stay 
the pt<^res3 of the disease. When, however, the opacity 
baa reached a sufficient density to interfere seriously with 
sight, an attempt shonld be made to remove it. The plan 
adopted by Mr. Bowman in 1849, and afterwards followed 
by Mr. Diion, was to scrape away the epithelium of the 
cornea until the lancet came down upon the calcareons 
opacity, and then to detach by scraping and chipping as 
much of the film as possible. The result of this operation 
was moat satisfactory. In Mr. Bowman's case, the man, 
owing to his defect of sight, had been thrown out of em- 
ployment for twelve months, but after the film was re- 
moved be could see almost as well as he could eight years 
before, and could read with care the smallest t jye- 

The calcareoua deposit was examvaci to^ 'Oofc \^« 
Dr. MiVer, oi King's College, aoi Iotti&. \jo <Kn»^v*. »& 
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phosphates of lime and magnesia, with a considerable 
portion of carbonate of lime. 

COKICAIi COBNEA is a staphylomatons bulging of the 
middle portion of the cornea, caused by a thinning of its 
structure in that region. The conicity is not always 
quite central, but frequently a little to one side of the 
pupil, and such cases give excellent results after a 
trephining operation, as only a portion of the pupil is 
affected by the leucoma woich follows. The disease 
comes on very imperceptibly, and progresses without 
pain. It first manifests itself to the patient by a change 
in the focus of the eye, which becomes irregularly myopic ; 
aud this defect grows worse as the bulge increases, until, 
in severe cases, the sight is so much impaired as to 
render the eye almost useless. Usually there is no undue 
vascularity of the globe, but in some instances where the 
conicity is rapidly advancing there is slight ciliary red- 
ness. After the cone has attained a certain size its apex 
loses its transparency and becomes nebulous or semi- 
opaque, with its epithelial surface roughened. One or 
both eyes maybe affected; but when both are involved 
the conicity is generally much greater in one eye than 
the other. 

The disease will frequently advance rapidly in one eye, 
whilst it remains stationary in the other. 

Diagnosis. — In the advanced stage, conical cornea is 
, easily recognised, but at the commencement of the disease 
it is often difficult to diagnose, and its presence may be 
easily overlooked. The cornea is best examined by foot- 
ing at the eye from its outer side so as to see the cone, if 
one exists, in profile. In a paper by Mr. Bowman, on 
"Conical Cornea," in the Royal London Ophthalmic 
Hospital Reports, vol. ii., he says, " Soon after the im- 
mortal invention of Helmholtz, I found the ophthalmo- 
scope very useful in detecting slight degrees of conical 
cornea. For this purpose the concave mirror only is to be 
used without a convex lens. On turning the mirror so as 
to throw light at different angles, the side of the cone 
opposite to the light is darkened." 

In speaking of conical cornea, Bonders remarks, ** High 

degrees strike the eye at once. Slight degrees, on the 

contrary, are often enough overlooked. The disturbance 

of the power of vision frequently suggests the idea of 

amblyopia combined "witli m"^oviai'' . . • • "^xo^^ ^t^.^ 



CONICAL CORNEA. 67 

be recommends the use of the ophthalmoscope as a means 
of diagnosis in slight cases of conical cornea, and ohserves 
that "in the inverted image where there is a tolerably 
wide pnpil, we overlook at the same time a rather largo 
portion of the fandas ocoli ; the image, therefore, of one 
part or other, for example of the optic disc, remains in 
the field of vision both on moving the head of the observer, 
and on shifting the lens before the observed eye. At the 
same time, however, the rays which, proceeding from the 
optic disc, strike the eye of the observer, pass each time 
through other parts of the cornea. Now, if its curvature 
is irreffnlar, the result is, that the form of the disc each 
time ^ters, it shortens in this direction, extends in that 
direction, and moreover is never seen acutely in its in- 
tegrity." * 

Pathology of Conical Cornea.— It is very difficult to 
ascribe any cause for the structural changes in the cornea 
which give rise to the staphylomatous bulging. The ten- 
sion of such eyes is seldom if ever in excess ; indeed, it 
is more frequent to find them slightly soft. All that we 
are at present able to say of conical cornea is, that from 
some cause, possibly faihng nutrition, the central portion 
of the cornea becomes thinned and its power of resistance 
diminished, so that it yields before the normal pressure 
from within the eye, and bulges conically. The bulging 
may increase until the apex of the cone seems to be on 
the verge of bursting, but this is an accident which 
seldom, if ever, occurs spontaneously. Mr. Bowman thinks 
that this fact may be thus explained : ** As the cornea 
becomes thinner, the escape of the aqueous humour by 
exosmose is facilitated, and thus the internal pressure is 
reduced so as to be no longer in excess of the diminished 
resisting power of the cornea." 

The following is an account of a microscopical exami- 
nation made by Mr. Hnlke of a conical cornea taken from 
an eye which had been excised by Mr. Bowman during an 
operation for the removal of a large sebaceous cyst from 
the orbit : — 

" The central conical nebulous portion was much thinner 
than the transparent periphery of the cornea, where the 
curve was natural. This thinning began at the base of 
the cone, and progressively increased towards the apex, 

♦ DoDders on the Accommodation and "RelwJcXvm qI 'Cfta ^^^^ 
pp, 560-651, 
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where it reached its maximum. At this point the mean 
depth of several vertical sections was only one-third of 
that of the peripheral region. The continuity of the an- 
terior elastic lamina was perfect, hnt upon the cone this 
stmctnre was much thinner than elsewhere, and wrinkled ; 
it was underlaid by a stratum of crowded, elongated, 
club-like nuclei, and beneath these the normal lamellar 
tissue was replaced by a web of caudate and nuclear fibres, 
amongst the meshes of which clusters of large oval and 
fusiform cells were packed. The structure of the trans- 
parent peripheral region was perfectlv normal, and at the 
base of the cone there was a gradual transition from the 
healthy to the diseased tissue, the interlamellar corpuscles 
becommg more plentiful, branched and drawn out into 
fibres, which in many instances coalesced with those from 
ne^hbouring corpuscles. The posterior elastic lamina, 
and the epithelium both on the front and on the back 
of the cornea, were unchanged." 

"The changes I have described," adds Mr. Hulke, 
** were confined to the laminated tissue of the cornea and 
the anterior elastic lamina. The substitution of a web of 
nuclear fibres and cells for the regular lamination of the 
cornea explains the nebulosity of the cone and the liability 
tobulge.'^* 

Treatment. — When conical cornea is in its earliest 
stage it is possible that by judicious prophylactic treat- 
ment its progress may be retarded ; but when the cone is 
steadily advancing, I know of no help except by operation 
which is likely to be of any avaiL 

As preventive treatment, all work which strains or 
reddens the eyes should be avoided. The cold or tepid 
douche, whichever is the more pleasant, may be used 
three or four times daily. When there is any ciliary 
redness, two or three leeches may be advantageously 
applied to the temple. If the patient is feeble tonics of 
qumine, iron, &c., should be ordered. Except in the very 
commencement of the disease, but little if any benefit will 
be derived from either concave, spherical or cylindrical 
^lasaes. The astigmatism produced by the comcity is so 
irregular that it cannot be safficiently corrected by lenses 
to afford much improvement of sight. Occasionally a 
stenopaic slit placed behind a concave spherical lens is 
found of decided service, and when this is the case the 

* Jioyal London Ophthalmic Hospital "Rft^tla, \oV\v. ^A^sA. 
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patient may be provided with similar spectaclei, but with 
the understanding that they mast be laid aside if they 
fatigne the eyes. 

Operatiye Treatment — The method now adopted 
for the relief of cases of advanced conical cornea is to excise 
the apex of the cone, and afterwards, if the lencoma 
which follows impedes the sight, to make an artificial 
pupil opposite to that portion of the cornea which has the 
most normal curvature. 

There are two operations for the removal of the apex 
of the cone, both of which have been followed with very 
excellent results : — 

1st. Bv excising an oval piece of the coue, the length of 
the oval being made in the vertical axis of the cornea. 

2nd. By excising a circular piece of the cone with a 
small cutting trephine as suggested by Mr. Bowman. 

1. Operation for the Excision of a small oval 
piece of the Cone of the Comea.—Before operating, 
a solution of atropine (F. 15) should be dropped into the 
eye so as to have the iris under its influence when the 
operation is completed ; and thus to get the pupil dilated 
as soon as the aqueous is again retained within the 
anterior chamber. 

A speculum is to be introduced between the lids, and 
the eye held down by a pair of finely-toothed forceps 
whilst a Graefe's extraction knife is passed from above 
downwards through the apex of the cone, and so directed 
as to cut a small vertical nap of the cornea not exceeding 
one-eighth of an inch in length and one*twelith of an 
inch in width. This is to be seized by apair of iris for- 
ceps and cut off by a pair of scissors. Tne cut edges of 
the cornea should then be allowed to fall together, and a 
pad of cotton wool and lint be placed over the closed lids 
and secured in its place by a compress bandage (F. 3). 
After twenty-four hours the pad and bandage may be 
changed, but the lids should not be opened to look at the 
eye until at least forty-eight hours after the operation. 

A solution of atropine, gr. 1 ad aquas 5 1* niay now be 
dropped into the lower lid, and repeated once daily so as 
to keep the pupillary edge of the iris away from tne cor- 
neal wound. After the wound of the cornea has healed 
a small central leucoma will remain, which will, according 
to its size, impede the sight. To remedy thia dfti.^^\>^^n\. 
artificial pupil should be made oppoBite \a ^i!!ck».\t ^"(Mvysi q1 
the cornea which presents the moat uormiaiX. Q^r«^\rc>x^* 
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2. Operation for the Excision of a small cir- 
cular piece of the Cone of the Cornea by a 
Trephine. — ^This operation was first snggested and 
practised by Mr. Bowman. 

Its object is to remove the most prominent part of the 
cone, and by the contraction caused by the healing of the 
wound to restore the curve of the cornea to a more normal 
state. The trephines vary in diameter, so as to excise por- 
tions of different sizes, as may be requisite. They are 
provided with a movable " stop" to regulate the depth of 
penetration. The trephine usually required is one-tenth 
of an inch in diameter. (Fig. 8.) 

The patient having been placed under chlo- 
Fio. 8. roform a specalum is introduced between the 
lids, and the trephine, adjusted by the " stop'* 
to the depth it has to penetrate, is applied 
firmly to the apex of the cone and rotated 
with the finger and thumb. The trephine is 
not to bo carried through the entire thickness 
of the cornea, but withdrawn when it may be 
calculated to have reached Descemet's mem- 
brane. The circular piece of cornea which 
has been thus cut is then seized by iris forceps 
and peeled ofi^, but if it cannot be thus readily 
detached it may be severed with a few touches 
of a cataract knife. A few drops of atropine 
should now be dropped into the eye, and the 
lids closed with a wet cotton wool compress and 
a bandage over them. One operation is usually 
sufficient to produce such a change in the curve 
of the cornea as to greatly improve the sight, 
but if necessary the trephine may be again 
applied after an interval of some months. A 
slight leucoma follows the operation, and it 
is generally necessary to make an artificial pupil 
opposite the best portion of the cornea. The 
results of this operation are most satisfactory. 

KEBATO-GLOBTJS — Hydrophthahnia — is a uniform 
enlargement of the anterior half of the globe, which often 
attains to such dimensions as to prevent the lids from 
closing over it. Both eyes are usually affected, although 
one may be more seriously involved than the other. It 
IS Bometimea congfenital, and vnay possibly be due to some 
hereditary sjphihtic taint : \)ut iti Toa.^ «^o <i«mfe ^-a. ^\Kt 
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comeitis. It most frequently occurs in yonng children. 
The peculiar amazed stare which this deformity of the 
eyes gives to the patient is very unsightly. The cornea 
will sometimes be seen of almost double its normal pro- 
portion. In some cases it is slightly cloudy, whilst in 
others its transparency is unimpaired. The adjacent 
sclerotic is thinned and of a bluish colour, from the sub- 
jacent choroid shining through it. The anterior chamber 
IS large and deep, and the iHs is pushed backwards, fre- 
quently tremulous, and so greatly stretched that its 
ciliary attachment is occasionally drawn within the 
anterior chamber; and in severe cases I have seen large 
rents in the iris, caused by the separation of its fibres from 
extreme stretching. The pupil is usually rather dilated 
and sluggish, and sometimes oval or pear-shaped ; but 
occasionally the pupillary margin is completely adherent 
to the lens capsule from the attacks of inflammation to 
which it has been subjected. The sight is always very 
defective, and in the worst cases completely destroyed. 
The disease is usually slowly progressive. 

Treatment. — ^Unless the disease is steadily increasing, 
and the sight diminishing, I believe it is best to leave 
hydrophthalmic eyes alone. Their powers of repair are 
enfeebled, and they stand operations badly. I have cer- 
tainly seen an iridectomy occasionally do good, but, on 
the other hand, I have seen cases in which it did positive 
harm. In a few cases where the hydrophthalmia has been 
clearly associated with congenital syphilis, I have given 
the pulv. hydrarg. cum cretH (F. 151) every night for 
some weeks, and obtained a marked diminution of the 
size of the globe. If one eye is quite blind, and suffering 
from not being fully protected by the lids, it may be 
excised. 

A STAPHYLOMA OF THE COBNEA is a projecting 
forwards or bulging of the whole or a part of the cornea, 
or of the new tissue which supplies its place when a part 
or the whole of it has been destroyed by injury or disease. 

A staphyloma of the cornea mav be either partial or 
comjglete, that is to say, it mav "be limited to a small 
portion, or it mav involve the whole of the cornea or the 
new structure wnich represents it. 

PABTIAIi STAFHYLOliA 03? TB:]L ^^'IC&'BkK.— 

When a portion oi the cornea Ta^aa \)^^tx ^^^^twj^'^'^ 
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lloogliing or ulceration, its place is made good by cica 
trioiul tisane, which is more or leae white or opaque, am 
in many cases incapable oi Tesisting the normal oatwan 
preesiire of the parts within the eye; slowly yielding, 1 
talipes and forma ati unsightly prominence on the comes 

TrGatmGItt — The objects to be accomplished are ; 1 st 
to arrest the progress of, and, if possible, to diminish th 
bulge ; and, Snd, to restore some of the lost sight to th 
eve. Both of these conditions may be often attained b; 
tne operation of iridectomy. 

The removal of a piece of the iris by iridectomy exei 
oises an important inflnence in diminishing the tensio 
of the globe, and thus frequently prerents any fnrtho 
increase of the staphyloma, and in a few instances whic 
have come ttnder my notice the bnlging has decided! 




receded. But, in addition to this, by the e . . _ 
portion of the iris opposite to that part of the come 
which is in the most healthy state, an artificial pnpil i 
made, and if the fundus of the eye be sound, and th 
^rsosparency and cnrratnte of the cornea opposite th 
aew pupil tolerably goo4t timM «\ft\A Tri\\« te^m^i. 
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If the partial atapbyloma be large or increasiiiK in size, 
a small cironlar piece of its moat projecting part may ba 
removed with tlie tretibine, Fiz. 8, p. tJO. 1 have adopted 
this treatment, and with complete aucceHs. 

COKFZ^ETE STAFarXOUA OF THE COBNBA IB 
abalging of the entire structure which has replaced the 
origiml cornea after it has been destroyed by ulceration 
or uooghing. 

Progress of the Disease.— After the loss of the 
cornea, the exposed sarface of the iris ia soon coated with 
a film of Ijmph ; this becomes organized and uUimatelj 
converted into a bluish white cicatricial tissue, to which the 
iris is firmly adherent. The eye will now either gradaally 
shrink, or the new tissue will yield before the pressure 
from within and become staphylomatoiis. 




Treatment of Commenoiiig Staphjloma. — If the 

patient be seen early, the first object in view is to prevent 
the formation of the staphyloma, and this is best accom- 
plished by the removal oi the lens, if it has not already 
escaped from the eye. After the slough of the cornea 
has separated, the lens will be often seen lying in the 
centre of the pnpil, perfectly transparent and projecting 
slightly forwards ; it may then be removed by gently 
Ufbng it away with the point of a fine needle. 

If the eye be not seen until a \a,tet ^Tigi.XiVt Vtiwo. 
ibo BU^jlomatong bulging is stiQ T«<»ii^ bi^^ ^^ "^^^ 
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tissue which occupies the corneal space is yet but imper- 
fectly formed, the plan recommended by Mr. Bowman 
for the removal of the lens may be adopted. A broad 
needle is passed through the most prominent part of the 
staphyloma in the direction of the lens, so as to penetrate 
its capsule, and the lenticular matter is freely broken up. 
The needle is then withdrawn, and through the aperture 
it has made a curette is introduced, and as much of the 
lens matter as is sufficiently soft and diffiuent is allowed 
to escapje from the eye along its groove. The puncture 
made with the broad needle may be repeated every two 
or three days until the prominence of the staphyloma is 
reduced. 

Treatment of Complete Staphyloma of the 
Cornea. — The eye being lost for all visual purposes, the 
objects to be accomplished are to get rid of the unsightly 
staphylomatous bulging, and to enable the patient to 
wear an artificial eye. One of the following modes of 
treatment may be adopted :— 

1. The staphylomatous eye may be excised. 

2. The staphyloma may be trephined. 

1. The Staphylomatous Eye may be Excised.— 
When the eye is blind and the bulging large and unsightly, 
and causes the patient annoyance from &e obstruction it 
offers to the free movements of the lids over it, this is the 
best operation. The patient will recover from it more 
^uicklj than from any other, all chance of future trouble 
is avoided, and an artificial eye can be worn. 

2. The Staphyloma may be Trephined. — When 
the object is simply to reduce the size of the staphyloma, 
but not to form a bed upon which an artificial eye can be 
worn, the operation of trephining is well suited. A small 
circular piece of the most prominent part of the staphy- 
loma may be removed by the trephine, Fig. 8, as described 
in the operation for conical cornea, page 60. If the lens 
be seen through the small opening tnus made, its capsule 
should be pricked with a fine needle and the lenticular 
matter broken up, and as much of it as will come away be 
allowed to escape along the groove of a curette. The lids 
should be then closed and covered with a wet compress 
and bandage. 

ABSCISSION OF THE STAPHYLOMA.— I have 

omitted the description of this operation as my feeling 

MB against the perionnaiice oi it. \ \it^l^x \}bL<& ^^xc^V^te 
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remoTO] of the globe to the abHciasion of the front of it, 
U I have known coses in which B7mpat!ietic symptomB 
faaTfl arisen in the sooad eye from the irritation caused 
br the reonrre&oe of inflummation in the etnmp of the one 
whioh hftd been abscised. 

OHiIABT STAPHTLOHA — Anterior Blaph/loma of 
tk» Selerotio—iB a staphjlomatoas projection of tbe sclero- 
iia in the oliary legioa of the eje. It consists of a series of 
giape-like bnlgings, with such a thinning of the sclerotic 




The woodcut represents tbe sppe&ranoe of a ciliuy 
•taph^mik produced b; a blow on the eye, which had 
OHiMd a rnpture of tbe scleroUo and a dislocation of tha 
lens boDsath th« conjimctiva. 

Mat that the dark colour of the ciharj processes with 
vUch it is in contact is diatinctlj seen tnrongh it It 
may be limited to a part, or it may involve the whole of 
tiie ciliary r^on of the eye. 

Gilia^ staphyloma may be the result of disease or in- 
jory. In the majority of cases it is dependent on a 
ohionio irido- choroiditis, accompanied with a gradoal 
wasting of the sclerotic in the immediate vicinity of the 
dtiary processes, so that it loses its normal power of re- 
nsting the oatward pressure from within the eye, and 
■lowly yielding, a dark irreguUi wiA.'qJ&^a^ |i^TCfQ^:!i»ciR^ 
ii dereuped, Am the direct lesTxU ot vo. \cv\'Kti> <^i<»-'^ 
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fitaphyloma may be produced by a rupture of the Bclerotic, 
and especially when there is also associated with it an 
extensive prolapse of the iris and choroid, as is repre* 
sented in Fig. 11. 

The Prognosis of ciliary staphyloma is always most 
unfavourable ; even when slight there is considerable im- 
pairment of vision ; bnt the danger to be apprehended is 
that it will increase, and as it enlarges all sight will be 
destroyed. 

Treatment. — ^When a ciliary staptyloma is dependent 
on disease, no matter whether it has originated from con- 
stitutional causes, or from some remote injnry to the eye, 
it may frequently in its early stages be arrested by the 
operation of iridectomy. It is the only remedy from 
which I can really feel satisfied that I have seen any de- 
cided benefit ; and although in some cases it may fail in 
accomplishing the desired end, yet it is certainly the most 
successful of all the remedial agents I have known prac- 
tised for the relief of this disease. By reducing the ten- 
sion of the eye, the tendency of the staphyloma to in- 
crease is certainly diminished, and in some instances com- 
pletely stopped. It should be remembered that even 
though the tension of the eye at the time of the operation 
may be normal, yet the resisting power of the sclerotic 
has been lowered by disease, and that by lessening the 
tension which exists, the condition of the eye is im- 
proved. 

If, however, the ciliaiy staphyloma is produced by a 
ruijture of the sclerotic, I know of no remedy. The sight 
which such an eye retains, even when the staphyloma is 
small, is usually very limited ; but if the bulging be suffi- 
ciently large to interfere with the free movements of the 
lid, the eye is generally blind. When an eye thus com- 
pletely lost for all visual purposes is unseemly in appear- 
ance, and troubles the patient, the best treatment is to 
excise it. 

cnrOLITIS, or inflammation of the ciliary body, may 
arise — 

1; From an injury to the eye. 

2. From the extension to the ciliary body of an in- 

flammation of the iris or choroid. 

3. From constitutional defects. 

Cyclitia, like iritis, may be either plastic, serous, or 
suppurative. When it is excited, "b^ an. iia-yiry, cyclitis is 
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usually eitber serous or suppurative; when it is due to 
an extension of sympathetic or syphilitic iritis it is always 
plastic ; but when it is caused by some constitutional de- 
lect, not syphilitic, it is mostly serous. 

1. Cyoutis from an injury to the eye may be pri- 
mary, and originate simultaneously with iritis as the im- 
mediate result of the injuiy ; or it may be secondary to an 
inflammation of the iiis which the injury has excited. 

The injuries which are most liable to produce cyclitis 
are penetrating or incised wounds in the ciliary region ; the 
lodgment of a loreign body within the eye; a dislocation of 
the lens ; or the forcible removal of a piece of opaque 
capsule, especially if during the operation any drag has 
been made on the ciliary processes. 

Symptoms. — Pain m the ciliary region, with marked 
tenderness on pressure ; a pinkish zone around the cornea 
from distension of the ciliary vessels ; photophobia and 
lachrymation ; and turbidity of the vitreous from inflam* 
matory exudations into it from the ciliary processes. 
After wounds in the ciliary region large masses of lymph 
or pns may be frequently seen with thl unaided eye, lying 
behind and to one side of the lens. The iris always par- 
ticipates in the in^ammation, even when the disease ori- 
ginates in the ciliary body, its striae become indistinct and 
its colour changed, the pupil sluggish or inactive, and 
posterior synecnisB are formed ; the aqueous grows serous 
and turbid, and there is frequently hypopion. The sight 
is greatly impaired, and the tension of the globe is often 
increased. 

2. Cyolitis from the extension to the ciliary 
body of an inflammation of the iris or choroid. — 
Inflammation of the iris, produced either by injury or 
disease, may spread first to the ciliary body, and then to 
the choroid ; and in like manner an inflammation which 
has started in the choroid may, by extension, give rise to 
cyclitis and iritis. 

This secondary cyclitis is always a very severe compli- 
cation of the original disease, and frequently leads to the 
complete loss of the eye. It is often induced by syphilitic 
inflsunmation of the iris or choroid; it also frequently 
follows traumatic iritis, and it thus becomes one of the 
causes of failure after the operation for extraction of 
cataract. 

The Symptoms are similar to tlaoE^ ^eactr^o^VesL*^? 
preceding section, but in this Becondaxy Ioticl oi c^<3fi&a» 

p2 
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the advent of the extension of the inflammation to the 
ciliary body is marked by an addition to the severity of 
the pre-existing symptoms ; there is increased vascularity, 
photophobia and lacnrymation, pain in the ciliary region, 
which is increased bv pressure, and frequently also an 
increased tension of the globe. 

3. Cyclitis from constitutional defects. — Under 
this heading I do not include the secondary cyclitis which 
may arise from an extension of an iritis or choroiditis pro- 
duced by any constitutional cause. I refer only to a special 
class of cases in which the cyclitis occurs as a primary 
disease and seems to be always due to some constitutional 
defect, such as great debility, exhaustion from mental 
anxiety or overwork, anasmia, menorrhagia, profuse leu- 
corrhoea, and amenorrhoea. This form of cychtis is a com- 
paratively rare affection, but it is sufficiently frequent to 
deserve careful study, as it is very destructive to the eye. 
•The patients whom I have seen have been generally 
women, and the causes have been usually menorrhagia, 
profuse leucorrhoea, and amenorrhoea. I have, however, 
met with a few cases of this affection in men, and in 
them the disease has been clearly referrible to ner- 
vous exhaustion from overwork combined with great 
mental anxiety. 

Constitutional cyclitis is a disease of long duration, very 
recurrent, and but slowly amenable to treatment. Its 
attacks will generally last from six weeks to three months 
or longer. I have had several cases of cyclitis in females 
which nave extended over periods of from eight to twelve 
years, the attacks recurring at intervals of from three to 
six months. 

Symptoms. — The disease usually commences on one 
side of the cornea in the ciliary region with a small patch 
of a purplish-red colour closely resembling episcleritis. 
This gradually extends [and soon a bluish-red halo exactly 
corresponding with the ciliary region surrounds from one- 
third to the entire circumference of the cornea. When 
only a portion of the region surrounding the cornea is 
affected, the purplish-red shades off at each extremity into 
the colour of the rest of the eye. The margin of the 
cornea corresponding to the deep red zone is slightly 
blurred and mdistinct, and seems to blend with the 
sclerotic. In some cases the whole surface of the eye is 
red, hut the peculiar purplish tint which corresponds 
with, the ciliary region is al^aya ^«Xm^\», ^tA ^^t7q» to 
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mark well the natare of the affection. As the disease 
progresses the iris becomes involved, the aqneous grows 
serous, and there is occasionally hjpopion. The sight is 
impaired, in some cases to a great extent, and the tension 
of the globe is freqaently increased. If the disease con- 
tinue unchecked, the sclerotic corresponding to the ciliary 
re^on will become thin and of a bluish colour, from the 
ciliary processes shining through it, and occasionally 
staphylomatous ; the sight will continue to fade, and 
ultimately the eye will be blind. Through all the stages 
of the disease there is pain in the eye, varyins^ in degree 
from tenderness to a dull heavy aching ; there is fre- 
quently also pain in the brow and down the inner side of 
the nose. 

Prognosis of Cyolitis. — 1. When cyclitis is due to an 
extension of the inflammation from the iris or choroid it 
may, under judicious treatment, subside, but itmust always 
be regarded as a very serious complication. 2. When, 
however, it arises from an injury, the prognosis is very un- 
favourable ; if the inflammation subside under treatment, 
the eye generally becomes soft and partially shrinks, and 
all sight is destroyed ; the great danger to be feared is 
lest, while endeavouring to save the injured eye, the other 
should become sympathetically affected. 3. When cyclitis 
is caused by some constitutional defect, as mentioned in 
the last section, it is generally very tedious,but ultimately 
amenable to treatment. There are, however, occasionally 
eases in which the disease resists all remedies, and the 
eye is lost. 

Treatment of Cyolitis. — ^When cyclitis is secondary 
and proceeds from iritis or choroiditis, the treatment re- 
commended in the sections devoted to these diseases must 
be followed. When, however, it is caused by an inj ury, no 
special medicinal treatment will be of service. At the 
commencement of the attack, leeches should be applied to 
the temple, and warm belladonna fomentations (F. 9), to 
the eye, and in the intervals between the applications, 
the eye may be kept at rest by a slight compress and 
bandage, tf this should fail to give relief, a fold of linen 
wet with the belladonna lotion, may be laid over the closed 
lids. The bowels should be freely acted on by a purgative, 
and if the pain is severe opiates should be given at bed- 
time. The strength of the patient must be maintained b^ 
a liberal diet, and a moderate amo\m.\i ol Bk^m^^^a^^Ts^^ 
be allQwed. If necessary tonics oi c^^xonfe otXiV^*.^^''^ 
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be prescribed. The results, however, of cyclitis proceed- 
ing from injury are so unfavourable, both as respects the 
injured eye and the risk to which the sound one is exposed 
from sympathy, that if the inflammation does not yield 
rapidly to treatment I would strongly urge the removal 
of the globe, and this especially if the accident be a wound 
in the ciliary region. 

When cyclitis arises from some constitutional defect, 
the treatment must be directed to the special cause in 
each individual case. If it proceed from exhaustion due 
to overwork or mental fatigue, rest must be given to the 
patient, and tonics of iron, quinine, or bark combined with 
the mineral acids, and in some cases with small doses of 
liquor strychnias (F. 75, 79, 81). If the disease be caused 
by functional menorrhagia the mineral acids with tinc- 
ture of cinnamon (F. 70) will be often found beneficial, 
or should these fail, small repeated doses of the fluid 
extract of ergot (F. 72) will frequently afford relief. 
When there is profuse leucorrhcBa the tincture of the 
perchloride of iron with dilute hydrochloric acid (F. 85) 
or with quinine (F. 81) will generally do good. If ame- 
norrhoea be the cause of the cyclitis means must be taken 
to restore the uterine functions, and the iodide of potas- 
sium with ammonia (F. 94), or the iodide and bromide of 
potassium with iron (F. 93), or the borax mixture (F. 71) 
may be tried. In all such cases the bowels should be 
made to act regularly and rather freely, and for this 
purpose small doses of the decoct, aloes with gentian 
(F. 103), or the pil. aloes cum jalapa (F. 107), or the pil. 
aloes cum nuce vomica (F. 108), may be given as often as 
may be found necessary. Half a small tumblerful of Fried- 
richshall water taken with the same quantity of warm 
water whilst dressing in the morning often acts in a very 
satisfactory manner, -and may be repeated every or every 
other morning if required. When there is pain it may he 
relieved by wie croton chloral hydrat , given either in 
pills or mixture (F. 78, 110) for two or three doses. If 
the pain be sufficient to prevent sleep, opiates should be 
given at night. 

If the disease resists all medicinal treatment, or if the 
tension of the globe be increased, or if the sclerotic around 
the cornea become thinned and bluish, I would perform 
an iridectomy. I have frequently done this operation for 
cyclitia and with admirable results. It exercises a wonder- 
inBuenGe in arresting the xQCutreiiQ^ oi \?tL<^ «^.W^^. 
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BPISOXiEBITIS is a small difiuse swelling beneath the 
oonjnnctiya, nsually on the temporal side of the cornea, 
and near the insertion of the recti muscles It has a 
smooth surface and is of a dusky-red colour, and is ap- 
purently caused by some plastic effusion on the sclerotic. 
There is generally some redness of the conjunctiva imme- 
diately over it, and sometimes chemosis. The dark hue 
of the swelling seems due to its being supplied by the 
deep subconjunctival vessels which in some cases may be 
seen runnine up to it. The affection appears to be local 
and confined to one side of the cornea. The degree of 
suffering it produces is very variable. In some patients 
I have seen considerable irritation, with severe neuralgic 
pain in the eve ; whilst in others the only annoyance has 
Deen the disfigurement which the bloodshot appearance 
has produced. The disease is generally very tedious in 
its course, and frequently recurrent. For a time the 
swelling seems to increase in size and redness ; it then 
graduaUy fades in colour, diminishes, and ultimately dis- 
appears. 

Treatment. — When there is no irritation, a mild stimu- 
lating application to the eye does the most ^ood, and the 
guttsB zinci chlorid. (F. 25), or the guttse zmci sulphatis 
|F. 26), may be ordered twice a day. If, however, there 
is photophobia and lachrymation the guttas atropiad 
(F. 16), or the lotio belladonnas should be prescribed. The 
state of health should be carefully inquired into, and if 
any irregularity of the functions of anv of the organs be 
detected, suitable medicines should be prescribed. In 
some cases I have found benefit from the administration 
of the iodide of potassium, given either with an alkali 
(F. 91), or with small doses of iron (F. 92), according to 
the requirements of the patient. 

AB0X7S SEiniilS is a term wrongly applied to a 
wHtish crescent which frequently appears near but not 
quite up to the margin of the cornea, as beyond the white 
marking there is usually a clear rim of transparent cornea. 
It may begin at either the upper or lower margin of the 
cornea, and gradually extend until the whole cornea is sur- 
rounded. In old people it frequently assumes a dense 
white and almost cnalky appearance. 

Canton regards the arcus as due to a fatty de^enex^- 
tion of the circumferential poTUouo^ ^i^vft catTkaa-^^^^^'"^ 
ha5 been considered by some as m^QLvesAiV?^ oli iv>XX?3 ^^* 
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generative changes in the heart and arteries. There 
really is no evidence in support of snch a theory. The 
areas is not a senile change, as it is frequently seen in 
young healthy subjects under thirty, and it certainly 
does not point to degenerative changes in the heart or 
arteries. I have known patients who have had a well- 
marked arcus for over thirty years and still enjoy good 
health. I have frequentiy seen a dense arcus surroundmg 
the cornea in patients over eighty years of age, and with 
no evidence of cardiac or arterial disease ; and I have seen 
an old patient with gangrene of both legs from arterial 
degeneration and who had not a trace of an arcus. I 
have frequently operated for cataract on eyes with a 
pronounced arcus, and carried my section through it, 
and the wound has healed perfectly. An arcus senilis 
does not interfere with the perfection of vision. 
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FOBEIGN BODIES ON THE OOBNEA OB ON 
THE CONJUNCTIVA LINING THE LIDS :— 

Symptoms. — Great irritability of the eye accompanied 
by a copious flow of tears ; an almost absolute inability 
to raise the upper eyelid and face the light ; and a dis- 
tinct feeling of grittiness as if something were in the eye. 
The suddenness of the attack and the exposure to which 
the eye has been subjected are also points to be noted. 

Treatment. — To examine an eye which is suspected to 
be suffering from the presence of a foreign body, the 
patient should be made to sit in a chair with his face 
towards a window, so that a good light may fall upon the 
eye. The lower lid should be first drawn down, and if 
any particle of dust or chip of iron is seen it can be 
readily removed. Next the cornea should be carefully 
scanned oyer, by turning the head of the patient in dif- 
ferent positions, so as to cause the light to fall obliquely 
on the eye, first on one part of its suilace, and then upon 
another; or by using a two-inch focus convex lens a 
column of light may be directed over the cornea, so as to 
illumine each portion of it in succession. Often it is ex- 
ceedingly difficult to detect a fine spiculum of steel, or a 
fragment of glass, or indeed any minute shining substance 
which may have been impacted on the cornea. In cases 
of doubt or difficulty the qnestion may "b^ ^ekttladby taking 



r THE COENEA. 73 

tJM patient into a darkened room and examiniug tho 
oomeal sai&ioe by obliqne illmniniition with oplithiklmo' 
, looMo light. Should the coraoa be free, the ander Borf ace 
of uie upper lid should be then examined. 

To evert tlie npper lid, the snrgeon, standinK behind 

Qu head of ilie patient, seizes with his left finger and thnmb 

tile laaheB of the ejelid, and drawing them sligbtly away 

fann the globe, he at the same moment with his right 

FiQ 12. 




hand presses the end of a probe on the integtunent of the 
lid downwards and forwarda, Bo as to tilt the npper edge 
of the tarsal cartilage downwards, and by this manoenvre 
to ercrt it. One finger of the left hand is then mode to 
press gentlj] the tnracd-np edge of the lid aeainst the 
tirow, to maintain it in its everted state, and the patient 
is told to look down so as to expose aa fully as no. la. 
possible the ocnlo-palpebral fold of mncons mem- 
brane which extends from the posterior edge of 
the cartilage on to the eye as shown in Fig. 12. 
The under surface of tlie lid thus eipoaed may 
be then carefully inspected, and the canse of the 
irritation, if any is fonnd, be removed. 

If the foreign body is not deeply buried, 
but is either lying on the surface or slightly sunk 
into the epithelium of the cornea or coninnctiTe. 
of the lids, it may be easily remo^ei \iy a »;\ra.4, 
(SV. 13), or by a, oroad needle. 



t^ 



n INJURIES OF THE COKNEA AND SCLEROTIC. 

If the foreign body is buried deeply in the cor- 
neal tissue, a broad needle should be passed into, but 
without penetrating the cornea, inserting it just by the 
side of the object, it should be made to traverse the cor- 
neal lamellsB until the broad part of the blade is behind 
the foreign body, when, by tWs givinsr a firm support 
upon which to act, another needle may be fearlessly used 
to pick gently from the surface until it reaches the object, 
which can tnen be lifted away. Should, however, the 
foreign body have so deeply penetrated the cornea that it 
is feared any attempts to reach it from its surface may end 
in pushing it into the anterior chamber, a broad needle 
should be passed into the anterior chamber, and pressed 
against the inner surface of the cornea immediately behind 
the foreign body, and carefully and steadily held in this 
position whilst the surgeon, with another needle, scrapes 
through the cornea, layer after layer, until he reaches it. 

Having removed the foreign body, one or two drops of 
olive or castor oil may be dropped into the eye. The eyes 
should not be used for two or three days, and if there is 
pain, or a continuance of the irritation excited by the 
foreign body, two or three leeches should be applied to 
the temple, and the eye fomented with hot water or 
decoction of poppy heads or belladonna (F. 9, 10). 

When the foreign body has been allowed to remain for 
some days imbedded in the cornea, it frequently lights up 
a halo of Inflammation around it, which may extend until 
it includes the whole or the greater part of the corneal 
tissue. The epithelium of the cornea immediately around 
the foreign particle becomes first whitened and swollen, 
the foreign body is loosened from its bed, and if not 
buried too deeply in the corneal tissue, may be detached, 
and washed away by the tears to the inner comer of the 



eye. But while these changes are going on in the cornea, 
he vascularity of the ey( 
vessels is seen around the cornea, and the eye is very 



the vascularity of the eve is increased, a zone of red 



intolerant of light. Grenerally all these symptoms sub- 
side after the foreign body has been removed, whether 
it be by the surgeon, or, as in some cases, by the natural 
reparative efforts of the eye ; but occasionally the inflam- 
mation of the cornea which the foreign body has lighted 
up is severe and difficult to arrest, and even when cured 
leaves behind it a nebula which impairs the vision of the 
ere. 
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ABRASIONS OF THE COBNEA.— An abrasion of 
the cornea is the forcible removal of a portion of the 
epithelium from its surface. It is always the result of 
an injury. 

Symptoms. — Immediately after the accident there is 
photophobia, great lachrymation, and conjunctival red* 
ness, with a feeling as if a foreign body were in the eye. 
On examination of the eye before a good light, the abra- 
sion will be recognised by the glistening facet, which will 
be seen at the part where the cornea has been denuded of 
its epithelium. 

Prognosis. — Favourable in a healthj person ; but, in a 
delicate or exhausted patient, ulceration of the cornea, 
diffuse suppurative comeitis, and ultimate loss of the 
eye, may be caused by this apparently slight accident. 
Abrasions of the cornea frequently occur in mothers who 
are suckling ; the child unconsciously claws at the eye, 
and scratches o£E a little of the epithehum from the cornea. 
As the health of the mother during lactation is often 
very unfavourable for the repair of injuries, very severe 
inflammation may follow, which may lead to complete 
destruction of the e^e. 

Treatment. — If there is a simple abrasion of the cornea, 
and the patient is seen soon after the accident, a drop of 
castor or olive oil, or cream dropped into the eye, will 
often give temporary relief, and may be repeated every 
two or three hours for the first day or two. Gently 
closing the eye and applying over it a cotton-wool com- 
press with a single turn of a soft roller will give great 
ease, by effectuadly excluding the eye from light, and by 
preventing the up and down movement of the lid, which 
serves to irritate the abraded surface. If the eye is very 
painful, the bandage may be removed three or four times 
during the day, whilst the eye is bathed with hot water, 
or witn a decoction of poppy heads, and two leeches may 
be applied to the temple. If untoward symptoms come 
on, such as ulceration, or abscess of the cornea, warmth 
and soothing remedies are still best suited. A warm 
belladonna fomentation (F. 9) may be used, frequently 
applying it to the eye with a hollow sponge, so as to 
steam it, and thus relax and soothe the inflamed parts. 
In addition to this, two or three drops of a solution of 
atropine, gr. 1 ad aquae 51 » may be dropped twice «• da.^ 
into the eye. If the aqueous growa wVa<\, ^ja^LV-^^^^vv^-^ 
foUowB, tapping the anterior cnatobet m\;JcL«u %xia T3ka^5^'8>% 
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and letting off the aqueous, vriU often do good, or if there 
is pua bdiween the lamellaa of the cornea, Samesch's 
operation, page 39, will frequently give great relief. 

When abrasions of the cornea take on these unfavour- 
able symptoms, as they frequently do, it is usually on 
account of some condition of the patient's health specially 
unfavourable for the repair of injuries. Too great ple- 
thora, ansemia, a constitution broken by diink and rough 
Hving, or one enfeebled from some exhausting cause, such 
as suckling, may retard recovery, or induce symptoms 
dangerous to the eye. Such conditions of system must 
regulate our constitutional treatment. In the one class 
of cases moderate antiphlogistic treatment will be called 
for, whilst in the other the patient must be propped up 
by stimulants, and all irritation be allayed by sedatives. 
Opiates in these cases are of the greatest service, and a 
few minims oE the liq. opii sedativ. combined with liq. 
cinchonas given three or four times a day will sometimes 
completely change the character of the inflammation, 
and mduce a healthy action and a speedy recovery. If it 
should be preferred to ^ve the opiate in one dose at night, 
it should be sufficient m quantity to produce sleep, as a 
single moderate dose will excite rather than tranquillize. 

PENETBATINa WOXJKDS OF THE COBNEA AND 
SCIiEBOTIO. — ^A small incised wound of either the 
cornea or sclerotic, provided none of the other textures 
of the eye are injured, is almost harmless: it rapi^y 
heals, and no after-inconvenience is experienced. We 
have evidence of this in the numerous operations on the 
eye , and especially in those for cataract and iridectomy. 
Wounds, however, which are produced by accident, are 
generally complicated by either contusion, hssmorrhage, 
prolapse of the iris, laceration of the lens capsule, or loss 
of vitreous ; and sometimes by all these casualties together. 
The danger of a corneal wound is immensely increased if 
it should extend into the ciliary region, as there is then 
great risk of the other eye becoming affected with sympa- 
thetic ophthalmia. 

Perforating wounds in the sclerotic are much more fatal 
to the eye than similar wounds in the cornea ; they are 
more difficult to heal, and they will occasionally remain 
patulous, and this especiallv if the cut be in the lower 

region of the eye, and there has been a loss of vitreous at 

i(be time of the accident. 
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This occasional incapacitj to uoite is due to the con- 
tisaed gaping of the wound, caased partly by the rigid 
- cnp^ike sclerotio being unable to a^apt itself to toe 
Budden diminution of bulk induced by an escape of 
vitreoaa; andpartlyalmby the continued druning of the 
TitreooB tbrongb the wound, which tends to keep tbe cat 
edgefi apart by preventing the eye from being again 
plnmped out by an abnudant secretion of aqueous. If 
however, ^e wound in the sclerotic be closed bj a fine 




suture, and tlie escape of -vitreons be thus arrested, uniou 
will at once take place. 

The suture should be of the finest silk, to each end of 
which a small needle should be fastened so as to allow 
of the silk being drawn through each edge of the wound 
separately, and from vnlhin oatwards. 

GenerKl Treatment.~The primary treatment must 
he soothing ; the patient should be kept in a snbdued light, 
and the injured eye should be closed, and a compress 
bandage (F. 3) applied oyer the lids. Two qt AJC£t«)« 
leeches should be applied to ti1ieteiiiQ\»,&'aABsJas?i^A!um% 
ntbgr tbaa waiting for any exooesna wftaoa ■ri^aK»^''»*'5 
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arise, and one or two drops of a solution of atropine 
(F, 15) should be dropped into the eye twice a day, each 
time the compress is readjusted. After a few days the 
compressing bandage may be discontinued, and warm or 
cold applications to the eye may be substituted in ac- 
cordance with the feelings of tne patient. Belladonna 
may be used either in the form of a cold lotion or a warm 
fomentation. 

The Constitutional Treatment will vary somewhat 
with the condition of the patient. It must, however, be re- 
membered that afPections of the cornea, even though they 
are traumatic, will not bear much depletion. The inflam- 
mation which follows such injuries is reparative in its 
action, and requires to be watched and Kept from ex- 
ceeding its proper limits, rather than that means should 
be taken completely to check it, as the part may perish 
from a want of vital action, as well as from an excess of 
energy. 

If the patient is robust, a brisk purgative (F. 113 — 115) 
may be prescribed, with some saline or diaphoretic medi- 
cine (F. 65, 66). A regular antiphlogistic course is seldom 
if ever required. A moderate, well-regulated diet, the 
avoidance of more stimulants than the case demands, 
and rest both to the eyes and body, place the patient in 
the condition most favourable for recoverv. Pain in the 
eye sufficient to prevent sleep should be relieved by 
opiates, taking care at the same time that there is a re- 
gular daily action of the bowels. 

In delicate and feeble patients it may be necessary to 
order from the very commencement a liberal diet and a 
certain amount of stimulants; and to prescribe t<:)nics, 
such as the mineral acids with cinchona, or quinine 
(F, 75, 79), combining a few minims of liq. opii with each 
dose, to allay the constant irritability wnich injuries to 
the cornea often excite in such patients ; or the opiate 
m^ be given in one full dose at bedtime. 

For wounds of the cornea complicated with prolapse 
of the iris, or wound of the lens, see Articles Peolapse 
OP THE Ibis, and Traumatic Oatakact. 

BXJPTTTBE OF THE E7E THBOUaH THE SOLE- 

BOTIO. — This is the most severe injury that can happen 

to the eye. It either destroys the eye at once, or else so 

hnpam it that it seldom sufaciently recovers to be of much 

service. It is UisaaKj caused by \AoYra ouITclq e^je with the 
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firt, or with some blnnt or semi-blant inBtrament, or by 
the patieut &UiQK ami striking his e^e against some pro- 
jecbuK object, ^e exact spot at which the eye will burst 
depends partly on the Bitnation of the point which re- 
ceives the force of the blow ; still the locality in which 
the rnptnre takea place is so frequently the same that the 
coincidence mast m due to more than mere acoidentul 
circnmetances. 

The split in the sclerotic ia almost invariably near the 
margin of the cornea, following somewhat the direction 

Fio. 16, 




Fig IE raprr.E«iits tlio a|ipeixrau(.o u[ aii cjo ivliich bod been 
ruptured throuBt the aclorotic — Thero was a dark cicatrix (u 
the upper and umer region of the eye, marklDg the extent of n 
rapture m the sclerotic Tha upper half of the iris waa 
wsntiug, baTug been earned away by tha lent, which had 
been exuded throngh the rent lu me BcleroUc at tba time of 
the injury 

otiie curvature, abont one-sixteenth to one-eighth of an 
inch distant from it, and immediately anterior to the in- 
sertion of the recti mnscles. The rent most commonly 
occurs in the horizontal diameter and upper region of the 
eye, in a line extending inwards from between the margin 
of the cornea and the superior rectus, aa shown in Fig. 15. 
The next moat frequent site is towards the inner side, 
between the cornea and the internal rectus. It is com- 
paratively seldom that it occurs to the kiiifx at wiXki %i^ 
of the cornea. If the rent be elt\iet to ^ft \TmM ot *0r* 
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outer side of the cornea, the split is more or less vertical, 
thus following the cnrve of the cornea. 

The cornea itself may be, and is frequently, mptnred 
by blows on the eye ; but the injury, when confined to the 
cornea, is usually less severe and the result less disastrous 
than when the rent is through the sclerotic. A blow to 
rupture the sclerotic must be direct, or nearly so, and in- 
flicted with great force ; whereas a side or glancing one 
will split the cornea. 

In rupture of the sclerotic, the injury is unfortunately 
not confined to the laceration only of this coat. The 
force which is required to produce it is so great that all 
the tissues within the eye suffer more or less. A portion 
of the iris is often prolapsed through the wound, and in 
some cases the greater part or even the whole of the iris 
is detached and shot out with the lens. The lens is 
usually dislocated; — most frequently it is jerked out 
through the wound, and escapes unnoticed. 

There is generally free hssmorrhage from the different 
structures of the eye involved in the injury. From the 
torn iris and ciliary processes blood is usually effused 
into the anterior chamber and into the vitreous ; and from 
the ruptured choroidal vessels blood clots are formed 
between the choroid and retina, and frequently also be- 
tween the choroid and sclerotic. Yitreous humour may 
escape from the wound at the time of the accident, and 
occasionally in a sufficient quantity to cause a partial 
collapse of the globe. 

Prognosis. — Our prognosis in cases of rupture of the 
eye must always be very unfavourable ; the wound is a 
contused and lacerated one — the most unfavourable for 
primary uniou^and it is in the ciliary region, the part of 
the eye worst suited for the reception of mjuries. 

There are, however, cases in which a certain amount of 
sight is regained after a rupture of the globe through the 
sclerotic, and in my work on " Injuries of the Eye " I have 
recorded the history of patients who after a rupture of 
the globe and dislocation of the lens from the eye have 
recovered sufficient sight to be able to read with a lens 
No. 20 of Jaeger's test types.* 

Treatment. — ^When the patient is seen shortly after the 
accident which has ruptured the sclerotic^ it is often diffi- 
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colt to ascertaiii the exact amount of damage the eye 
has sustained, as the anterior chamber is usnallj filled 
with blood, and the deeper parts of the eye thus masked 
from observation. In such cases it is well to watch the 
patient and to wait a few days before deciding on the 
ultimate course to be adopted. Two or three leeches should 
be applied to the temple of the injured side, and repeated 
in twelve or twenty-four hours if the eye is very painful. 
Soothing applications afford the greatest relief, and a 
double fold of linen wet with the opium or the belladonna 
lotion (F. 40, 43) may be laid over the closed lids. If the 
eve progresses favourably, towards the end of the week 
the dIo^ in the anterior chamber will have been suffi« 
ciently absorbed to allow of a more accurate examination 
being made. The patient, though unable to discern 
objects, ought now to have a fair perception of light ; 
faiHuff to possess this, a very unfavourable prognosis 
must DO formed. 

If after a fair trial of treatment the eye is found to bo 
irreparably destroyed for all purposes of vision, my own 
feehng is, that it is by far the safest and wisest plan to 
remove it ; a long period of certain anxiety will be thus 
saved ; all further suffering will be ended, and the safety 
of the other eye will be secured. 

There are, however, certain cases of rupture of the 
globe in which the injury has been so extensive that the 
eye has been manifestl]^ destroyed at the time of the ac- 
cident. A severe rent in the sclerotic or cornea, with ex« 
trusion of the lens, and a portion of the iris and choroid, 
together perhaps with a collapsed or softened state of the 
globe from a loss of vitreous, would render any attempt 
to preserve the eye not only futile but trifling. After 
such an injury the only proper treatment is at once to 
excise the globe. 

ISIABOOMA OF THB OOBNEA AND SCLEBOTIO is a 

rare affection. It usually commences as a small warty mass 
near the margin of the cornea. At first it may remain 
almost stationary, but after a time it usually takes on 
rapid growth, and compels the patient to seek advice. 
Occasionally, these warty tumours bleed, and the haemor- 
rhages recur so often, and to such an extent, as to en- 
danger life. They are sometimes very painful. 

The prognosis is very unfavourable ; ii ^ts^^^ ^'s^ 
almost invariablj recur, and i£ alLo^e^ \o i^xajKm. ^Oc^rtj 
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will probatly infect other and distant organs. In three 
cases which have been nnder mj notice, the growth was 
excised, but it soon returned, smd in each the eye had 
ultimately to be removed In one of these casesthe 
disease afterwards recurred in the orbit Eiaminod 
under the microscope, the etracture of these tomonrR is 
that of t^e round and spindle-ceUed Sarcomas. 

Fio 18 




_.. He Buffered from e , , 

frequent heemorrbBgeB fiom the tumour. Tlie 
cue IB reportod in the " Pathological TmnaaotiouB," 

Troatment— If the patient is seen early, when the 
disease ia in its infancy and very small, it may be excised ; 
hut if it recnr the eye should be removed. It is the only 
chance for the patient. It the growth ia large when first 
seen by the surgeon, the eye shonld be removed. 



CHAPTER III. 

DISEASES OF THE IRIS AND VITREOUS HUMOUE. 

nuns, OB INFLA1IHA.TI0N OP ISB IBIS, ma^ be 

a primary dUeaee, or it may be eecondary to an innam- 
mation of one or other of the coats of the eye. 

Friin^7 Iritis may arise — 1. I'rom some constitu- 
tional taint, as aypbilis, rhenmatism, orgont. 2. From 
sndden exposure to cold. 3. From an injury to the eve, 
trhicb may be either mechanical or chemical, and to this 
form the term iraujnaiic ia applied. 
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SeconcUury Iritis is caused by the extension of an in- 
flammation from one of the tissues of the eve with which 
the iris is connected, as in corneo-iritis and choroido-iritis ; 
the first word in each name indicating the site in which 
the disease commenced. Primary intis may also in its 
turn implicate secondarily the neighbouring structures; 
thus, wo have irido-cyclitis and irido-choroiditis. In the 
first-mentioned case, the ciliary body has become second- 
arily involved ; and, in the second, the choroid. Some 
authors have classified iritis in accordance with the in- 
flammatory exudation which is supposed to characterize 
each form of the disease, and have described iritis as 
plastic, serous, and suppurative. It should, however, be 
remembered that iritis is seldom either solely plastic, 
serous, or suppurative ; in rheumatic and syphilitic iritis 
we have effusions both of serum and lymph; and trau- 
matic iritis is often at first serous and afterwards suppu- 
rative. I prefer, therefore, where it is practicable, to 
prefix to the term iritis the name of its exciting cause, as 
it indicates the course of treatment to be adopted. I shall 
describe, therefore, in sections, the following varieties of 
the disease, and shall point out the peculiarity of the 
inflammatory exudations in each. 

1. Syphilitic 

2. Bheumatic and gouty 

3. Serous 1- Iritis. 
4 Suppurative 
5. Traumatic 

Iritis may be either acute or chronic : but whichever it 
is, its symptoms and progress are modified by the cause 
which produced it. 

OENEBAii STKPTOMS OF IRITIS.— The aqueous 

becomes yellow and serous, and as the disease advances it 
frequently grows turbid fi*om flocculi of lymph or pus 
which will sometimes sink to the bottom of the anterior 
chamber, forming hypopion. 

The iris loses its striated appearance from lymph 
efihised on its surface and into its texture ; its colour 
becomes consequently changed, and its brilliancy is 
dulled. A blue or a grey ins assumes a greenish nue, 
and the darker irides grow of a rusty or bro^u\^\3L x^i. 
The change of colour of the iris a\. m^ ^j^mixiCtiRKc^^^ 
of ihe attack ia often more appaienX* ^i^cLa1tl \^^> ^^^ "^^ 
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due to the iris being seen througli a yellow serous 
aqueous, which imparts to a blue or a grey iris a greenish 
tinge, but in the more advanced stages the altered colour 
and loss of striation are dependent on fibrinous efEusion. 

The pupil is contracted and sluggish in its action, and 
the pupillary margin soon contracts adhesions to the 
capsule of the lens, at first only at points, so that when 
dilated with atropine^ the unattached parts only being 
acted on, the pupil assumes a jagged irregular outline. 
But if the disease be unarrested by treatment, the whole 
pupillary mar^ becomes sealed to the lens capsule, 
forming what is termed complete synechia ; and so firm is 
the bond of adhesion that atropme will frequently fail 
to dilate any portion of the pupit The disease still pro- 
gressing, lymph is efin sed on the capsule of the lens 
within the pupillary space. 

The Vascularity of the Eye in Iritis.— ^The con- 
junctival surface is generally suffused, and in some cases 
there is great redness with slight oedema ; but the chief 
seat of uie increased vascularity is in the ciliary vessels, 
which are seen as a red zone around the cornea. This 
vascular ring is one of the early symptoms of iritis, and 
one of the most constant. 

In severe cases the increased vascularity of the iris is 
BO great that distended varicose vessels may be often 
seen with the unaided eye coursing along the surface of 
the iris. 

The impairment of vision is always considerable, 
and it increases as the disease advances. It is due to the 
following causes — the turbid aqueous, the lymph on the 
capsule of the lens in the pupillary area, and frequently 
also to the impaired power of accommodation caused by 
an extension of the inflammation to the ciliary body. 

The degree of pain in iritis is very variable : in some 
cases it is slight, whilst in others it is most acute, and 
forms one of the proniinent symptoms. The pain is of a 
neuralgic character— in the eye, around the brow extend- 
ing upwards over the side of the head, and downwards 
alon^ one side of the nose. In syphilitic iritis the pain is 
usually slight, whilst in the rheumatic form it is often 
Tery intense. 

Intolerance of light is not as a rule a marked symptom 

in iritis. There is generally some photophobia, but it is 

seldom that it amounts to the intense dread of light 
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whicli is witneBsed in some of the affections of the cornea. 
To this« however, there are occasional exceptions ; and 
in a tew cases of rheumatic and traumatic iritis I have 
seen as much photophobia as is met with in the most 
acute comeitis. 

In iritis there is a strong tendency to recurrence. An 
-eye which has once suffered is rendered specially liable to 
another attack, and this is peculiarly the case in the 
rheumatic form of the disease. So frequent, indeed, are 
the recurrences of this variety of iritis, tnat by some it is 
designated by the special name of recv/rrent vrUis. Such 
are the general symptoms of iritis ; but any one of them 
may be modified oy the cause which has given rise to the 
disease. I will now briefly consider some of the charac« 
teristic and diagnostic symptoms of the special forms of 
iritis already mentioned at page 83. 

SYPHTLino ntlTIS usually first appears during the 
secondary eruption, or just as it is beginning to fade. It 
is characterised by a peculiar tendency to the rapid 
effusion of lymph, which, if not arrested by appropriate 
treatment, soon leads to permanent damage of the eye. 
The effusion of lymph is often so copious that nodules of 
it as large as millet seeds will be seen along the margin 
of the iris, and sometimes the deposits are in single 
isolated patches of a greater size. 1 have seen a third of 
the iris covered with one solid mass of lymph, and the 
pupil completely" occluded by it. I have never known a 
case of syphilitic iritis go on to suppuration. The pain 
and dread of light are not usually marked symptoms, and 
certainly are not so severe as is commonly found in the 
rheumatic form of the disease. 

Treatment of Syphilitic Iritis— Mercury is here im- 
peratively called for. It should be given in doses sufficiently 
lai^e and Sequent to bring the patient quickly under its 
innuence, but as soon as the gums begin to gi'ow tender 
and spongy, the quantity should be diminished so as to 
avoid anything like profuse salivation. A piece the size 
of a nut of the unguent, hydrarg. may be rubbed into tho 
axilla night and morning; or a pill with calomel and 
opium (F. 119) may be given twice a day. If the patient 
is feeble, quinine maybe prescribed at the same time, 
and this may be conveniently ordered in a pill or mixtur^i 
(F. 79) during the day, whilst t\ift mw(5vxfv»\. \\injW5)^w^ va^ 
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used nigHt and morning. If the patient lias already been 
saHvat^ before bo first comes nnder treatment, the iodide 
of potassium mixture (F. 91) should be giyen, and a slight 
mercurial action may be kept up by a little of the unguent, 
hydrarg. c. belladonna (F. 126) being rubbed into the 
brow and temple, and allowed to remain on during the 
day; or, if tne patient can bear it, pil. hydrarg. sub- 
chlorid. comp. gr. 5 may be ordered every other night. 
Pain and restlessness should be relieved by repeated doses 
of opium. Half a grain of the extract of opium may be 
ordered every four or six hours as required. It often 
seems to exercise a marked beneficial influence in con- 
trolling the inflammation. When all the effased lymph 
has been absorbed, and the iritis has nearly subsided, tne 
mercurial medicines should be omitted, but the iodide of 
potassium should be continued for two or three months, 
combined with a bittor tonic, or if the patient is anaemic, 
with some preparation of iron (F. 92). If the iritis recur 
aftor some months, or if it assume a chronic form, a 
mixture of the perchloride of mercury with the iodide of 
potassium (F. 98) will be often found of great service. 
Atropine is essential in the treatment of every form of 
iritis, and should be ordered at the very commencement 
of the attack, and persevered in daring its continuance. 
A solution of the strength of gr. 2 ad aquBB 5 1 should be 
dropped into the eye twice or three times a day. The 
object is to keep the pupil dilated, and by so doing to tear 
through any adhesions which may have formed between 
it and the lens capsule. It also allays irritation, and by 
paralysing the accommodative power places the eye in a 
state of rest. When the atropine fails to give ease, or 
acts as it does in exceptional cases as an irritant, the 
belladonna lotion (F. 40) may be substituted. 

If, however, the pupil should become closed by the 
efiusion of lymph on the pupillary area of the lens 
capsule, and oy posterior synecnisB, an iridectomy should 
be performed when the eye is free from inflammation, for 
the purpose of making an artificial pupil, and for pre- 
venting the recurrence of the iritis. 

BHEXJMATIO IBITIS is chiefly a serous inflamma- 
tion ; some lymph is effused, sufficient to cause tags of 
adhesion between the iris and lens capsule, or even in 
severe cases to produce a complete closure of the pupil ; 
but it is not poured out as in t\ie B7^\a\i\i(i ^otcq. in 
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aoantities to be easily seen on the surface of the iris with 
tie naked eye. The aqueous is ^rellow and serous. The 
apparent change of colour in the iris in rheumatic iritis is 
often mainly due to the yellow aqueous through which it 
is seen. I nave frequently noticed the greenish-coloured 
iris at once restored to its normal grey or blue, when the 
yellow aqueous escaped, either from a puncture in para« 
centesis of the cornea, or in the operation of iridectomy. 
Bheumatic iritis is often associated with rheumatism else- 
where, such as pains in the limbs or joints ; or the patient 
has 8u£Pered previously from rheumatic fever. In some 
cases where there are frequent recurrences of iritis, the 
patient is never completely free from rheumatic pains ; 
if the limbs and the joints are exempt, the soles of the 
feet or the heels are tender. 

Bheumatic iritis is very recurrent, and although the 
eye may recover from each attack, yet fresh traces of the 
disease are each time left, which greatly cripple if they 
do not eventually destroy the eye. The pain is severe and 
neuralgic, and sometimes very intense. There is also 
frequently a great dread of light, which is often quite 
out of proportion to the severity of the attack. I have 
had patients with rheumatic iritis suffer such intense 
photophobia that they were unable to tolerate a ray 
of light in their room, and for a time lived in absolute 
darkness. This excessive dread of light is, however, 
exceptional. 

Gonorrhoeal rheumatism is often followed by a serous 
iritis of a very recurrent nature, and in no way differing 
from the ordinary rheumatic type of the disease. In one 
patient who was under my care, the recurrence of the 
iritis was usually precedea by a return of the urethral 
discharge, which lasted for a few days and then dis- 
appeared. 

Treatment. — Bheumatic and gouty iritis do not re- 
quire the active mercurial treatment recommended for the 
syphilitic form of the disease. Iodide of potassium in 
small doses combined with the bicarbonate of potash (F.9I) 
may be given during the day, and at night a pill with 
calomel gr. 1, pulv. ipecac, comp. gr. 5; or the unguent, 
hydrarg. c. belladonna (F. 126) may be rubbed daily into 
the temple. In some cases this treatment will fail to 
give any relief, and quinine in 2-grain doses may then be 
ordered with great benefit ; or tn^ cvvjixxjMi'ft isiwO^^ ^jssci.- 
hined with the tinct. ferri percYAofi^ri,^, Wi, ^Wassc^*^i^«t'b 
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is ^eat photophobia and pain in the eye, the quinine, or 
qninine and iron treatment, together with a mild mer- 
curial inunction into the temple, will be found most use- 
ful ; to relievo the pain, the fourth or a third of a grain 
of the acetate of morphia (F. 30) may be injected sub- 
cutaneously into the arm, or half a grain of the extract 
of opium may be given every four or six hours. Turpen- 
tine has been prescribed witn advantage in obstinate cases 
of norirsyphilUic iritis. The ol. terebinth, may be ordered 
in small and repeated doses as in (F. 102) ; or the Chian 
turpentine may be given in 5-grain doses three times a 
day. During the whole of the attack of iritis the pupil 
should be kept dilated either by means of atropine, or 
with the belladonna lotion (F. 40). 

If the pupil shoald become partially or completely 
closed by adhesions between the pupillary border of the 
iris and the lens capsule, an iridectomy should be per- 
formed. The removal of the portion of iris tends to 
prevent a recurrence of the iritis, and in cases where there 
IS complete occlusion of the pupU, it greatly improves the 
sight. The time for the operation should be in the in- 
terval between the recurrences of the iritis when the eye 
is quiet 

O-OXTTY miTIS.— Mr. Jonathan Hutchinson has de- 
scribed a form of iritis which he has noticed in the children 
of gouty parents. He says : ** Its subjects are usually the 
immediate offspring of those who have suffered from true 
gout. The iritis occurs at an early age, and differs from 
the other forms of arthritic iritis in being insidious and 
persistent rather than paroxysmal. Without any attack 
of acute inflammation, adhesions quietly form between 
the iris and the capsule of the lens. These gradually in- 
crease in number, the pupil first becomes excluded and 
afterwards occluded, and, as a last stage, effusion behind 
the iris completes the disorganization of the eye. I have 
as yet observed it pass on to complete destruction of sight 
in only a single instance. In the latter stages I believe 
that opacities in the vitreous usually form, but, owing to 
the blocking up of the pupil, it is not always easy to 
demonstrate them. The malady in question usually 
begins in but one eye, and advances to almost entire loss 
of sight in it before attacking the other. Ultimately, 

Aowever, I believe that both axe almost always affected. 

Altbovgb I wish to assert Btioivgly \3ba.\. \\» &S^t^ ^wa. 
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all the common types of arthritic iritis in havinp^ no 
paroxyms, and in being insidions and for the most part 
painless, I by no means intend to deny that it is liable to 
exacerbations and periods of improvement. Thus, the 
patient will usually complain that the eye feels hot and 
uncomfortable at the time that the adhesions are forming, 
and sometimes there may be a slight and transitory con- 
gestion of the conjunctiva. These symptoms of inflam- 
mation are comparatively rather than aosolutely absent. 
I have thus far found the disease remarkably intractable 
under treatment."* 

SEBOTJS IBITIS — AqtM-capsulitis'^Keratitia 'punctata 
— comes on frequently without any apparent cause, and is 
most commonly seen in young people, and in those who 
present either the markm^s of the teeth or the creauiugs 
about the mouth which pomt to some hereditary taint of 
syphilis. It is characterised by an increased secretion of 
tne aqueous, which is usually somewhat turbid, and by 
small- punctated opacities on the posterior surface of 
the cornea. These opacities are caused by a deposit 
of small conical masses of lymph from the aqueous 
humour. 

Symptoms. — DifEused haziness of the cornea with 
small dotted opacities on its posterior surface. The an- 
terior chamber is deepened from an increased secretion of 
aaueous, which is serous and slightly turbid. The iris is 
a little discoloured from being viewed through a yellowish 
medium, and the pupil is either of about i& normal size 
or slightly dilated. In this respect serous iritis shows a 
marked difference from all the other forms of inflamma- 
tion of the iris, and it is to be attributed to the increased 
tension which is so often met with in this affection, and 
also to its being frequently associated with disease of the 
deeper structures of the eye. There is increased vascu- 
larity, especially in the ciliary region. Occasionally there 
is much pain, dread of light, andlachrymation, but these 
are by no means constant symptoms, as in some patients 
they are excessive, whilst m others one or all may bo 
almost wanting. 

Treatment of Serous Iritis.^Small doses of the 
iodide of potassium combined with iron (F. 92) > ox ^^n*3cL^ 
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bitter tonic (F. 91), may be j)rescribed ; or if the patient 
is very feeble, quinine with iron (F. 80), or the mineral 
adds with bark (F. 75) will be better suited. In children 
the syrup of the iodide or the compound phosphate of 
iron (F. 142, 146) will bo often found beneficial, with small 
alterative doses of the hydrarg. cum cret& cum rheo once 
or twice a week. The pupil should be kept under the in- 
fluence of atropine, and the eyes hecmently bathed with 
the belladonna lotion. The internal administration of 
mercury, except in occasional alterative doses, is prejudi- 
cial. If the eye should become glaucomatous, an iridec- 
tomy should be performed. 

STJFFTJBATrviS IBITIS is generally consequent on an 
injury, or it may follow an operation on the eye, but it may 
also occur without any very apparent cause in patients 
who are in a low state of healtn. The disease is charac- 
terised by a rapid inflammatory exudation which soon 
Alls the pupil. The iris at flrst appears hazy, and the 
markings of it indistinct or lost ; its surface then becomes 
partially or entirely coated with a film of puro-lymph. 
I*articles of lymph and pus gravitate to the bottom of the 
anterior chamber, and constitute the condition known 
as hypopion. Up to this stage the cornea wUl often con- 
tinue clear and bright, and if the iritis be now arrested, 
the eye may recover, but the pupil will be closed by ad- 
hesions to the capsule of the lens, and by a false mem- 
brane. Unfortunately the disease usually progresses, the 
cornea next grows steamy and dull, it then ulcerates in 
part, pus is effused between its laminsa, and onyx is 
lormed ; perforation will follow, and the eye will be pro- 
bably, for all useful purposes, lost, (For treatment, see 
Traumatic Iritis, next Section.) 

TBAX7MATIC IBITIS is due to an injury, generally a 
penetrating wound of the eye, which has involved either 
the iris, or the lens, or both. It is most apt to follow 
when the iris is either contused or lacerated, or partially 
strangled, as in cases of prolapse. 

Wounds of the lens are peculiarly apt to cause iritis ; 

the lens swelling from the imbibition of the aqueous 

presses on the back or uveal surface of the iris, and acts 

as a most powerful irritant. "We have illustrations of this 

occasionally after needle operations for soft cataract, or 

after the extraction of hard catot^ftVi^j ^\vi\\. it^%\s\^Ts.\.^ 
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of cortical matter remain after the lens has been taken 
away. 

Traumatic iritis may occur n two forms — the acute 
and chronic. 

The aoute usually comes on within the first four or five 
days after the injurj, and is ushered in with oedema of 
the lids and chemosis of the conjunctiva. The inflamma- 
tion may be plcMtic, producing a rapid exudation of 
lymph into the pupil and on to the surface of the iris, 
but more frequently it is suppurative (see preceding 
Section, p. 90). 

Acute traumatic iritis may terminate in three ways : — 
1. Under suitable treatment the eye may recover; but 
as the result of the inflammation, there will probably 
remain a more or less complete closure of the pupil from 
a fabe membrane, with adhesions of the pupillary border 
of the iris to the lens capsule. 2. The acute symptoms 
may gradually subside, and then become chronic. 3. The 
eye may be destroyed by an extension of the inflammation 
to the cornea, or to the deeper structures — the choroid 
and retina. 

The ohronio form usually commences from one to three 
weeks after an injury. It is frequently seen after opera- 
tions for the extraction of cataract, and especially if the 
iris has been much pressed upon in the passage of the 
lens from the eye. It is always accompanied with 
photophobia and lachrymation, and the edges of the lids 
often become puffy, thickened, and excoriated. The 
aqueous becomes serous and the striation of the iris in- 
distinct. The pupil is but slightly and irregularly acted 
on by atrojjine, and there is a slow dull pain in the eye. 
This chronic condition will last frequently many weets, 
and it yields but slowly to treatment. 

Treatment. — In traumatic iritis mercury is seldom 
required, and in the early stages should not be pre- 
scribed. The iritis is due to an injury, and time and rest 
must be given to allow the eye to recover from the 
mischief it has sustained. Soothing applications to the 
eye are beneficial. The solution of atropine (F. 15) should 
be dropped intx) the eye two or three times daily, and a 
fold of linen wet with the belladonna lotion (F. 40) may 
be laid over the closed lids. If there be much pain, two 
or three leeches should be applied to the temple^ and 
these may be repeated if neceaaaTy, TCVi^ \ia^€V^ wvwiS^ 
be heeljr acted on by a mild p\XTg».\,vie, «jcA. M 'Ca«t'^>^ 
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much constitntional irritation, an effervescing or saline 
mixture (F, 66, 68) may be given during the day, and an 
opiate at night to relieve pain. After the nrst acute 
symptoms have passed away, the patient will generally be 
benefited by the mineral acids with bark (F. 76). If the 
iritis should become chronic, a slight mercunal inunction 
into the temple will sometimes am)rd relief. If the iritis 
be stipjourative, and there is hypopion, warm applications 
will auord the greatest comfort, and the f otus belladonnaB 
(F, 9) or fotus papaveris (F. 10) may be ordered. When 
there is hypopion and great pain, paracentesis of the 
cornea will often be found very benencial, 

CTSTS OF THX: IBIS usually occur after an injury to 
the eye, generally a penetrating wound, from which the iris 
has suffered either by prolapse or puncture ; but they are 
occasionally met with m eyes where no assignable cause 
for their origin can be traced. They are round or oval in 
shape, and generally filled with a transparent fiuid. 
Although apparently on the surface of the iris, yet they 
are developed in its substance between the anterior or 
imiscular, and the posterior or uveal layers of the iris. 
Mr. Bowman, in his "Lectures on the eye,"* says — "It 
is evident in this disease that the muscidar tissue of the 
iris is expanded over the fluid ;" and further on, ** that 
the uvea (which is always dark) is not protruded with the 
muscular tissue, but separated and thrown posteriorly ; 
for if it were in front of the fluid of the vesicle, its pigment 
would be obvious enough in the attenuated tissue, whereas 
it is not visible there." 

In a case which came under the care of Mr. Hulke, the 
cyst was pedunculated, and he succeeded in removing it 
entire. In the miscroscopical examination which he 
afterwards made, he was enabled to confirm the descrip- 
tion previously recorded by Mr. Bowman. He found that 
" the cyst wall was a delicate, homogeneous membrane, 
varying from 4^^' to ^00' ^^ thickness. Its outer sur- 
face was overlaid by a net of fusiform cells, identical with 
those of the contractile tissue of the iris ; and its inner 
surface was lined by a pavement epithelium, the cells of 
which differed much in size in different parts of the cyst/'f 



* Lectares on the Parts concerned in the Operations on the Eye, 
1849, p. 76. 
t Itoyal London Ophthalmic HoBTjitaVEe^oTV.a, ^o\.n\. ^. W 



MYDRIASIS. 03 

A cyst of the ins may exist without giving the patient 
any inconvenience, but if it increases so as to encroach 
upon the pupil,- it at once produces impairment of vision. 
It mAjf however, excite great irritation, and in the case 
alreaay mentioned as having been reported by Mr. Hulkci 
it gave rise to sympathetic symptoms in the olAier eye. 

Treatment. — !Uxcise the cjet with the portion of iris 
to which it is attached. This is best accomplished by the 
ordinary operation of iridectomy, taking care that the 
cyst is drawn out of the wouna before the segment of 
iris is cut off with the scissors. Puncturing the cyst with 
a fine needle has been tried, but with only temporary 
success, as the cavity is soon refilled. • 

CnrSTIOBBOTJS ON THE IBIS. — Cysticerci may 
appear on the iris, in the vitreous, or behind the retina. 
Tney look like transparent vesicles, with a slight constric- 
tion in one part^ dividing the head from the body. When 
on the iris, the hydatid cyst should be removed, and this 
may be readily accomplished by excising the portion of iris 
on which the vesicle is implanted, as in the operation of 
iridectomy. An interesting example of this rare disease is 
recorded by Mr. T. Pridgin Teale in the Eoyal London 
Ophthalmic Eeports, vol. v. page 320. A cysticercus 
within the eye must be regarded as a very grave ejection ; 
and if it be detected in tne vitreous, an attempt should 
be made to remove it, even though the endeavour to do so 
would necessitate a preliminary extraction of the lens, as 
in the case recorded by Yon Graefe.* 

MELANOTIO SABCOMA will occasionally spring from 
the iris, although the usual site for this growtn is from 
the choroid. When the disease has been satisfactorily 
diagnosed, there should be no delay in excising the eye. 
See Intba-ocuiae Tumours. 

FUNCTIONAL DERANGEMENTS OF THE IRIS. 

KYDBIASIS, or dilatation of the pupil, may arise from 
intra- and extra-ocular causes, and euso from the action 
of certain drugs on the sphincter pupillsd of the iris. 

The intra-ooular chajiges, or morbid states of the eye, 
which produce mydriasis, are — increased or glaucomatous 

• Archiv fflr OphihiVmo\ogve,V7. ^AIV 
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tension of the ^lobe ; diseases of tlie choroid or retina ; 
and injnries which affect the ciliary nerves either by lace- 
ration or by pressure on them by a blood-clot. 

The extra-ooiilar causes are complete paralysis of the 
third nerve, or palsy only of those filaments of it which 
supply the pupil ; disease of the optic nerve beyond the 
eye ; or the presence of a cerebral tumour or some other 
disease of the brain. It is often verv difficult to ascertain 
the cause of mydriasis, as it will frequently occur sud- 
denly in one eye, without any other paralytic symptoms, 
and with only a very slight impairment of vision. In 
' this condition I have known an eye remain for many years , 
the pupil continuing fixedly dilated a third or a half more 
than tnat of the other eye, and without any further evi- 
dence of disease being manifested. In such cases it is 
probable that there is no absolute paralysis of the fila- 
ments of the third nerve which supply the iris, but simply 
a preponderance of power in tne radiating over the 
sphincter fibres, possibly due to some reflex irritation. 
This theory is strengthened by the fact that atropine will 
usually induce a further dilatation, showing tnat the 
sphincter of the iris still exerted some control in limiting 
the size of the pupiL With mydriasis there is diminution 
and sometimes complete loss of the accommodative power 
of the eye. To ascertain if the impairment of vision be 
due solely to the dilated pupil, it is only necessary to try 
the effect of making the patient look vrith the affected 
eve through a pinhole aperture in a piece of card held 
close to the eye, when, if there be no loss of accommoda- 
tion and the retina be sound, the acuteness of vision will 
be restored. 

Treatment. — ^In some cases of mydriasis I have found 
great benefit from the guttse eserise (F. 18) dropped once 
aailv into the eye. It will sometimes give complete relief 
to the sense of aching caused by ordinary daylight, and 
also benefit the sight. The mist, potass, bromid. c. ferro 
(F. 100) will often do good. 

M7DBIATI0S. — Of the drugs which exercise a dilating 
influence on the pupil, the most prominent are sulphate 
of atropia, extract of belladonna, sulphate of duboisine, 
sulphate of daturine, and hydrobromate of homatropinc. 

The silLphate of atropia prepared from belladonna 

js tie moat rapid and efficient of all the mydriatics we at 

present poaseaB, Its effects ate pT0^xx(ie9i % ^\vft solution 
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of atropia penneating the cornea, and oominff into direct 
contact with the nerves of the iris. This has oeen proved 
by tapping the anterior chamber of an eye under the in- 
flaence of atropine, and vrith the aaueous dilating the 
pnpil of another eye. Its action is chiefly if not entirely 
ane to its paralyzing the filaments of the third nerve, 
which go to the iris, and thus producing complete relaxa- 
tion of the sphincter pupillas. From Buete's observations 
it would appear that atropine also stimulates the radiating 
or dilating fibres of the iris to contract, as he found that 
the wide^ dilated pupil which accompanies complete 
paralysis of the third nerve would expand further under 
the influence of atropine. In practice the sulphate of 
atropia is preferred to the alkaloid, on account of its 
greater solubility. Applied to the eye in solution, it is 
m most cases a direct sedative, but after long-continued 
and frequent instillation, it will often create a good deal 
of conjunctival irritation, and occasionally a granular 
condition of the conjunctiva, which will, however, generally 
subside after giving up the atropine. In exceptional 
cases it is a powerful irritant, and will give rise to acute 
inflammatory symptoms. I have related examples of the 
anomalous effects of atropine in a short paper in the 
Ophthalmic Hospital Eeports.* They are no doubt due to 
some peculiar idiosyncrasy on the part of the patient which 
renders him intolerant of atropine. It has been suggested 
that the presence of some free acid is the reason of the 
sulphate of atropia acting occasionally as an irritant ; 
but this theory is untenable, as the drug is a neutral salt. 

Sulphate of dattiriiie prepared from the datura 
stramonium is a very useful mydriatic in cases where the 
sulphate of atropine produces irritation. It is often tole- 
rated without inconvenience when atropine cannot be 
borne. 

Hydrobromate of Homatropine is a very good 
mydriatic. It is less liable to irritate the eye than the 
sulphate of atropine, and its effects on the pupil are far 
more transient. For these reasons it is specially useful 
for dilating the pupil for ophthalmoscopic examinations 
of the eye. The general properties of this drug have been 
well worked out by Dr. Kinger and Mr. Tweedy.* Gela- 



* On some of the Anomalous E£Fects of Atropine on the Eye « 
Boyal London Ophthalmic Hospital Reports, yo\. NV "^.V^^x 
t Lancet, May 22, 1880. 
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tine discs of this dmg are prepared by Savory and Moore, 
of New Bond Street. 

Sulphate of Duboisine. — ^The mydriatic power of the 
Dnboisia myoporoides was first accidentally discovered by 
Dr. Bancroft, but for the complete investigation of the 
properties of this dniff we are indebted to Dr. Ringer and 
Mr. Tweedy.* It is the most powerful mydriatic we at 
present possess, and is of use in paralyzing the accom- 
modation before testing the refraction of the eye. It must 
be used with caution, as the dropping of a solution of 
it into the eye is apt to produce poisonous symptoms 
which are very alarming to the patient. The symptoms 
occasioned by the drug are restlessness, haUucinations, 
giddiness, and, in extreme cases, loss of voluntary power 
of the extremities. 

All the mydriatics have a tendency to favour, and will 
occasionally even produce, an increased tension of the 
globe. They should not therefore be used in glaucoma, 
nor in those affections of the eye in which there is any 
increase of tension. 

KTOSIS, or contraction of the pupil, may arise from a 
spasmodic action of the sphincter pupillaB, or from a loss 
of power in the dilator or radiating fibres of the iris. It 
may be produced by hyperassthesia or over- sensibility of 
the retina ; or it may be acquired from the constant habit 
of working at minute objects, as in watchmaking, &c. 
The most frequent cause, however, of myosis is some 
affection of the spino-sympathetic filaments which supply 
the radiating or dilating fibres of the iris. Myosis is met 
with in disease of the upper part of the spinal cord — that 
portion of it which sends nervous filaments to the cer- 
vical sympathetic ganglia. Tumours in the neck pressing 
on the sympathefic nerves have been long known to 
produce myosis. Dr. Oglef has reported a very in- 
teresting case in which the right carotid was tied by Mr. 
Henry £ee, on account of an aneurism in the right side 
of the neck. The ri^ht pupil was small (not contracted, 
however, so much as it might be), and not influenced by 
the light of a candle, whilst the left pupil was large and 
responsive to light. The man had oeen for nineteen 
years and a half a soldier, and had generally enjoyed 



* Li^ncetf March 2, 1878. ^ 13d\3L., MfliTch 13, 1860. 
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good health tiiitil about five years before, when he was 
shot by a bullet, which passed through the outer third of 
the right clavicle, making its exit about an inch behind 
that Done. Between seven and eight weeks afterwards, 
the wound <][uite healed, and he rejoined his regiment in 
the field. Since that time he has had a series of abscesses 
in the neck. He was ultimately invalided to England, and 
sent to Netlev, where he was found to have an aneurism 
in the neck, for which he was afterwards admitted into 
St. George's Hospital. In this patient the myosis was 
probabljr due to injurjr of the cervical sympathetic nerve. 

Atropine has usually but little influence u^on the con- 
tracted pupil ; it may enlarge it slightly, but it will seldom 
dilate it widely, showing that the cause of the myosis in 
such cases is due to a more or less comj^lete paralysis of 
the radiating fibres of the iris, which will not dilate the 
pupil even when the sphincter or circular fibres have 
been completely relaxed. The pupils of one or both eyes 
may be anected with myosis. I have seen several cases 
where both pupils have been contracted to the size of pins' 
heads, and have remained in this state for years witnout 
more annoyance than a slight diminution in the acuteness 
of vision. When myosis is dependent on some morbid 
state of the spino-sympathetic nerves, there is generally a 
great desire for strong lights, with which the patient is 
often able to read the smallest type ; but in a subdued 
light the sight is often very defective. I have lately had 
a patient suffering from extreme myosis who literally sur- 
rounds himself at night with a blaze of artificial li&fhts to 
enable him to read, whilst by day he sits with the full 
glare of the sun on his book. 

Another defect which is occasionally met with in spinal 
myosis, is colour-blindness. Dr. Argyll Eobertson has 
recently related in a pamphlet,* a very interesting case 
of spinal disease in whicn myosis and colour-blindness 
were prominent symptoms. He has also cited other in- 
stances of this peculiar impairment of sight as having been 
produced both by disease and injury of the spinal cord. 

Treatment of Myosis.— No special line of treatment 
can be laid down for the cure of myosis, as it is dependent 
on so many and such varied conditions. An endeavour 



• Eye Symptoms in Spinal Diseaao, OVV^w ^ 'fto^^^ "^^Ss^.. 
bnrgh, 1869, 
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should be made to ascertain the cause of the contracted 
state of the pupil, and according to the information thus 
gained the patient must be treated. A weak solution of 
atropine may be used once daily to the eye, and it may 
be continued, if it affords relief. It is seldom, how- 
ever, that the use of mydriatics is of any service in 
myosis. 

KTOTIOS. — Of the drugs which exercise the power of 
contracting the pupil, the most efficient are extract of 
Calabar bean, sulpnate of E serine, and nitrate of Pilo-i 
carpine. 

OAIiABAB BBAN — PhysoatigmcUis Fdba, — ^For the 
knowledge we possess of the peculiar properties of the 
Calabar bean we are indebted to Dr. Fraser and Dr. 
Argyll Bobertson. The former gentleman in 1862 dis- 
covered its influence on the pupil ; and the latter in 1863, 
its effects upon the accommodation of the eye. 

The Calaoar bean rapidly induces extreme contraction 
of the pupily and a myopic state of vision, and this it 
does by stimulating the branches of the third nerve, and 
producing a temporary spasm of the sphincter pupillsB 
and ciliary muscle. In from five to ten minutes after the 
application of the drug the pupil begins to contract, and 
in from half to three-quarters of an hour it has reached 
its maximum effect. The pupil is then reduced to rather 
less than a line in diameter, and the eye is rendered 
myopic, the near and far points being approximated to 
the eye. These changes last for a variable time in ac- 
cordance with the strength of the solution which has been 
used. The accommodative power is often restored in a 
few hours, whilst it will frequently take two or three days 
before the pupil will regain its normal size. The bean 
also possesses the power of counteracting for a time the 
influence of atropine. Thus, if a little of a strong solution 
is introduced into the eye whilst the pupil is dilated to its 
utmost with atropine, it will generally cause it to contract 
to its natural size, and sometimes even below it, if the 
dilatation of the pupil is due to a weak solution of atro- 
pine. This effect, however, of the bean is evanescent, and 
passes off in a few hours as the atropine resumes its sway 
over the pupil. 

The best preparations of the Calabar bean are the sul- 
pbate of eserine and the extiaet of the Calabar bean'. 
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G^elatine discs impregnated with either of these drugs are 
very efficacious. 

SXTIiPHATE OF ESEBINE, prepared from the Calabar 
bean, is the most efficient myotic we possess. The solution 
{F. 18), when made with the freshly prepared sulphate, 
IB of a liffht dirty-greenish colour, but it rapidly changes 
to a dark red. This decomposition does not affect its 
actiyity. 

KITBATE OF FILOCABFIKE is obtained from Jabo- 
randi (the leaves of a species of Pilocarpus). It is an 
efficient myotic, but is less active than eserine. It may 
be used in solution (F. 21), or in gelatine discs. 

All the myotics have a tendency to reduce excess of 
tension of the globe. They are very valuable in cases of 
incipient glaucoma, and in those ulcerations of the cornea 
which are associated with increased tension. 

OPERATIONS ON THE IRIS. 

THE OFEBATION OF IBIDECTOM'X' may be per- 
formed either with a narrow Graefe's cataract knife, or 
with a lance-shaped knife (Fig. 17). I f 17 

very much prefer a Graefe's cataract 1 10. 1 • 

knife, and now always use it, as with 
it there is less danger of wounding 
the lens, as the point of the knife is 
kept in front of the iris, and does 
not cross the pupil. A spring-stop 
speculum having been placed between 
tne lids, the operator standing behind 
the head of the patient, seizes with 
a pair of forceps the conjunctiva 
close to the margin of the cornea on 
the nasal side, and with a narrow 
Graefe's knife enters its point in 
the outer and upper portion of 
the margin of the corneo-sclerotic 
junction, first directing it obliquely 
downwards towards the pupil until 
the point is seen in the anterior 
chamber ; then turning the point 
slightly upwards, he traverses the 
rim of the anterior chamber in itoxA. ol *Ocka \xy% ^^^ ^*^ 
more than a quarter of au incVi, wi^ixii)i»sv '^^ cw^ixcyssr 

H 7, 
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puncture, and then cutting abruptly upwards completes 
nis section. The iris is next seized with the iris-forceps, 
Fig. 18. drawn out of the woand, and cut off with iris- 
scissors close to the extreme edges of the in- 
cision. 

If the iridectomy be performed with the lance- 
shaped-knife (Fig. 17), the spring-stop speculum 
havmg been placed between the lids, the ope- 
rator standing behind the head of the patient, 
seizes with a pair of forceps in his left hand the 
conjunctiva and subjacent fascia of the eye, at a 
part near the cornea, opposite to that at which 
he is about to introduce the point of the iri- 
dectomy knife ; whilst with his right hand he 
makes an incision in the sclerotic with a lance- 
shaped knife (Fig. 17) at about one line from 
the margin of the cornea, so that the point 
of it may enter the anterior chamber just in 
front of the ciliary attachment of the iris. In 
directing the blade of the knife across the 
anterior chamber, care should be taken to keep 
the point of the instrument slightly forwards, 
so as to avoid the risk of wounding the lens. 
The surgeon now hands over the forceps, which 
fixed the eye, to his assistant, who, if necessary, 
rotates the globe a little downwards, and steadies 
it whilst he excises a portion of the iris. If the 
iris is already prolapsed, as ofben happens, ho 
at once seizes it with a pair of ins-forceps 
(Fig. 18) ; or, if not, he introduces the blades of 
the forceps through the wound, and makes them 
grasp the iris near the pupillary border, and 
then drawing a portion of it out of the wound, 
he cuts it off witn a pair of fine scissors. 

When the anterior chamber is so shallow that 
the iridectomy knife cannot be used without incurring the 
risk of wounding the lens, the incision in the sclerotic 
shoidd always be made with a narrow Graefe's cataract 
knife. 

If there be excessive dilatation of the pupil, as in cases 
of advanced glaucoma, it is well to cause its contraction 
by means of the Calabar bean before proceeding to iridec- 
tomy. A few drops^ of the guttas physostigmatis fabse 
(F, 20) or gutisQ eseriae (F. 18) may be dropped into the 
^e about one hour before the opexaUou. With the pupil 
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contracted, the surface of the lens is protected by abroad 
band of iris, and the chance of its being pricked by the 
point of the knife is greatly lessened. 

ABTIFIOIAL PXTPIL.— To gain the fall benefit which 
an artificial pupil will afford in properly selected cases, the 
cornea should be first very careiully examined, and, if 
necessary, by oblique illumination with ophthalmoscopic 
light, to determine the part opposite to which an artificial 
pupil will be the most effective. In examining the cornea, 
the two x>oints to be noted are — 1, its transparency, and 
2, its curvature : that part should be selected which is the 
most transparent, and which has the most normal curve. 

The operation most in use for the formation of an arti- 
ficial pupil is iridectomy ; but there are many cases for 
which it is not suited, when one of the other methods 
may be selected, according to the special indications which 
the eye may present : — 

1. With a broad needle and Tyrrell's hook. 

2. By iridectomy. 

3. By division of the iris with a pair of scissors. 

1. To make an Artificial Pupil with a Broad 
Needle and Tyrrell*s Hook.— The patient lying on a 
couch; a spring-stop speculum (Fig. 19) is to be introauced 

Fig. 19. 




between the lids, so as to keep them apart. The operator 
standing behind the head of the patient, mth. wskft V^s^ 
seizes the conjunctiva and B\x\)Tii\]LCio\jL%^^«QA ^1 ^V^^'^^ 
with a pair of forceps, bo aa to B\fc«k.^3 \\i> -^V^H* 'WMi. **WQ» 
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other lie makes an opening in the extreme margin of the 
cornea with a broad needle. Having completed the inci- 
sion, the broad needle is to be withdrawn, and 
Fig. 20. the eye being still held by the forceps, a Ty rrell's 
hook (Fig. 20) is to be passed sideways through 
the corneal wound into the anterior chamber and 
onwards across the iris to the pnpil, when it is 
to be turned with the hook downwards, so as to 
catch the papillary edge of the iris, and then to 
be slowly and carefully withdrawn from the eye. 
When the hook approaches the opening at the 
margin of the cornea, it must be again turned on 
its side, or a difficulty will be experienced in 
getting it out of the eye. As soon as the iris is 
drawn from the eye, the assistant should cut it 
off close to the cornea with one snip of a pair of 
fine scissors. The operation is now finished ; the specu- 
lum should be removed from the eye and a fold of wet 
linen laid over the closed lids. 

This operation is applicable to those cases where there 
is a pupil, or at least a portion of one, to the free edge of 
which the hook can fasten itself. 

2. Artificial Pupil by Iridectomy.— By the opera- 
tion of iridectomy, described at page 99, an artificial pupil 
may be made at any part of the circumference of the 
cornea by removing a portion of the iris. 

3. Artificial Pupil by Division of the Iris with 
a Pair of Scissors. — This operation is suited to a 
special class of cases ; those eyes in which there is no lefts, 
and in which only a trace of a pupil remains, the iris 
appearing as a plane surface stretched tightly from the 
cicatrix to the circumference of the cornea. 

The point of an iridectomy knife is to be passed into the 
anterior chamber just within the comeo-sclerotic junction, 
and an opening made sufficiently large to admit easily the 
closed blades of the scissors (Fig. 21). The scissors are 
then to be introduced within the chamber, and the sharp- 
pointed blade made to penetrate the iris and to pass some 
distance behind it, when by one clip of the scissors the 
irife is divided, and a good pupil made. If, however, owing 
to the iris having lost its natural elasticity, the edges of 
the cut should fail to retract so as to form a new pupil, 
apiece of the iris must be drawn out of the wound with 
a pair of ins-forceps, and cut oft "with a pair of fine scis- 
Bors as in iridectomy. 
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ArtifloiBl Pupil by iTidodesiB or Ligstnre of 
the Iris. — I have omitted the deBcription of tbia opora- 
tiOQ as I never now perform it. I believe 
that the entanglemeDt o£ the iris in a ^f>- 31. 
wound made in the extreme mai^ii of the 
cornea, and the Becnring it there by tying 
it in a loop of Bilk, is fraught with danger 
to the other eye. 

IMJUEIE8 TO THE IRIS. 

H.a:KoaBHAaE into thx: an- 

TBRIOa OHAKBBIi.~ThiGiBthemDBt 

common form of intra-ooalar heemorrhage, 

and at the same time the least severe. It 

may vary in extent from a few drops of 

blood to a quantity sufGcient to fill Doth 

the anterior and the posterior chambers. 
Tbe moBt nsnal causes of htemorrbago 

into the anterior chamber are, either inp- 

tnra of one or more of the Boperfictal 

TCBsels of the iris, or a distinct lacera- 
tion of its strnctnTe ; or a detachment of 

a portion ot the iria from its ciliary cir- 
cumference (coredialysis). Tbe blood, as 

it is eSnsed from tbe la^erat^d Tossels of 

the iris, sinks at'onco to tbe bottom of the 

anterior chamber, quickly coagulates, and, 
if not much in qnantit^, may De seen as a 

small clot, QOOQpying its lower part, and 
moulded as it were to it. If, however, the 
bleeding be more severe, the whole ante- 
rior chamber may be filled with one large 
coa^um, which will entirely occlude tlie 
papil and iria. This more extensive 
tuemorrhaBe is nsnally owin^ to a detach- 
ment of tue iris from its ciliary border, 
when, on acconnt of the number of vessels 
necessarily tern through, and also of their 
larger size, tbe quantity of blood which is poared out is 
con3idera.bl& 

Frognosifl and Treatment* — Wbeu the bcemorrhage 
is confined to tbe anterior chamber, aod there la qq 
rapture of any of the eitetnal tttuvcs ol \J(i«i wj^^'it* ft*s«i 
generally does well. The b\oo& is frts\, ■cKwaewSis&.Vi '^i» 
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aqDeoni) linmoar, and then rapidly absorbed. In this, as 
indeed in all cases of injury, rest to the eyes is essentitJ: 
ull work shoald for a time be forbidden, and the eyes 
should be Ehuded from strou); light. Cold applications 
are the best suited, and afford the most comfort to the 
eye. Adoublefold of linen, wet with cold water, may be 
laid OTer the eye, and kept in its place with a single turn 
of a lu^bt roller, nod moistened from time to time with a 
little ffesh water from a sponge ; or, it the eye bo painful, 
a cold lotion of belladonna may be nsedin the plaue of the 
water-dressing. 

COBBOIAIiTBIS is a detachment of the iris from its 
ciliary border by which anew pnpil is frequently formed. It 
isgenerallycausedby sharp blows on the eye, such as with 
the handle of a whip, with the cork from a bottle of aoda- 
water, or an accidentalbaokblowfromthe hand of another 
person, or, indeed, from any shairi sudden violence. 
Coredialysis may be associated with rupture of the ei- 
temal coats of the eye, hnt in the m^ority of cases it has 




not this serere complication. The separation of the iris 
from its ciliary connection is always immediately followed 
by free bleedmg, often snfficient in qnantity tA fill the 
vniole of the anterior chamber with a hiood clot. The 
extent of the coredialys is varies very mnch: in some cases 
the detacbweat is so small as scarcely to be visible after 
alltbe blood baa been absorl^edi "M\liat,i.'lll:ttleI\lM^aiQERa, 
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a third or even more of the iris may be loosened from the 
ciliary body. 

The papillary border of the iris corresponding to the 
dialysis is paralysed from a tearing throagh of the ciliary 
nerves which supply it, and that part of it is uninfluenced 
by the action of bght and shade. The complete circle of 
the pupil is thus destroyed — a defect which is most ob- 
seryable when the pupil is dilated. 

The Prognosis of cases of coredialysis, when there is 
no rupture of the external coats of the eye, is fayourable. 
A guarded opinion should, however, be always given, as 
the blow which has force enough to cause a coredialysis 
may also produce cataract or posterior hasmorrha^e. 

Treatment. — The same as in ** haBmorrhage into the 
anterior chamber." (See preceding section.) 

PBOLAPSE OF THE IBIS. — Penetrating and incised 
wounds of the cornea are generally followed by immediate 
prolapse of the iris. The extent of the protrusion varies 
with the size and the position of the wound. A small pene- 
trating wound near the margin of the cornea is more 
likely to be attended with a prolapse than a large incised 
one near the centre. 

Prolapse of the iris is very commonly associated with 
injury to the lens ; but as a rule, we have first to direct 
our attention in the treatment of the case to the prolapsed 
iris, leaving the traumatic cataract to be dealt with at a 
future period. 

A prolapse of the iris may be treated in three different 
ways : — 

1. By removing with a pair of fine scissors the prolapsed 

iris. 

2. B^ a compress applied externally over the closed 

lids. 

3. By frequent puncturings of the prolapsed iris with a 

fine neeedle. 

1 . By Bemoving with a Fair of Scissors the Fro- 
lapsed Iris. — There is no doubt that, when it can be ac- 
complished, the best treatment is to excise the prolapsed 
ris cleanly from the wound, so as to allow its edges to 
all together. In a recent case, the speculum having been 
itroduced between the lids, the prolapsed iris sbouLl \s^ 
iized with a pair of inB-foTcepE wA ^twri\. Vcotsbl *^^ 

ouDd, and then snipped oft tfdatT^\y -viSJiJltt.^ \iwa ^1 ^^-^ 
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scissors. A drop of eserine (F. 18) may be then dropped 
into tlie eye, so as to cause tlie pnoil to contract, ana the 
lids be closed with a compress. This operation requires 
great care, and should generally be done under an anass- 
thetic. 

2. By Compress. — ^When either from the time which 
has elapsed since the accident, or from the state of the 
wound, it is found impossible or deemed inadvisable to 
excise the prolapsed iris, a compress should be applied 
over the closed lids. It keeps the eye in a state of rest, 
excludes light, and tends to prevent an increase of the 
prolapse. 

3. Frequent Puncturings of the Prolapse with a 
Pine Needle are most useful in cases of extensive pro- 
lapse of the iris, near the margin of the cornea, of long 
standing, and where the prolapsed iris has become ad- 
herent to the ed^es of the wound and coated with lymph. 
In such cases it is impossible to excise the protruded 
iris, and frequent puncturings of it do good. The pro- 
lapse should be pricked at one or two points, so as to 
cause the aqueous to escape and its sides to collapse, and 
at the same time to permit the edges of the wouna to close 
upon it. 

The General Treatment must be strictly soothing, 
and great care should be taken of the eye for at least six 
months after a wound followed by prolapse of the iris, 
even though the lens may have escaped all injury. Both 
eyes should be shaded, and all strong lights should be 
carefullv excluded. The eyes should be protected from 
g:lare when out of doors by spectacles with dark neutral - 
tint glasses. 

Soon after the accident two or three leeches should be 
applied to the temple of the injured eye ; and three or four 
times during the day the eye should be bathed with a 
belladonna lotion (F. 40) ; or it may be fomented with a 
warm decoction of poppy heads. A few drops of the solu- 
tion of the sulphate of atropia, gr. 1 adaquaB 5 1| should also 
be dropped into the eye twice a day, arS it is of importance 
to keep the eye under the influence of belladonna for the 
first two or three days at least after the accident. If a 
compress is applied over the eye, it should be removed 
three times daily, to allow of the eye being bathed with the 
lotion ; but if one of the other plans of treating the pro- 
lapse he adopted, in addition to bathing the eye, a fold of 
linen wet with the lotion may \>e AaAA. on^t >i>aft <^o%^\A^, 
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No prolapse of the iris sbonld be very lightly regarded; 
for I have seen complete blindness follow from wnat has 
appeared ut first a comparatively slight injury. 



IRIDO-CHOROIDITIS AND CHOROIDO-IRITIS. 

Infiammation of the iris and choroid is not a primary 
disease, that is to say, the two structures are seldom 
simultaneously affected. It is caused either by the 
extension of an iritis to the adjoining choroid, or by the 
spreading of an infiammation of the choroid to the iris. 
Two forms of infiammation of the iris and choroid may 
therefore be recognised. 

1st. "Wlien the disease commences with iritis and the 
choroid is secondarily affected. To this form the term 
iiido-choroiditis is applied. 

2nd. When the primary disease is in the choroid, and 
the iris is secondarily involved. To this form the term 
ohoroido-iritis is applied. The prefix in each name 
indicates the structure first affected. This classification 
is important, as the two diseases are not identical, but 
differ both in their progress and ultimate results. 

Ist. IBIDO-CHOBOIDITIS is an extension of an in- 
flammation from the iris to the choroid. It is most liable 
to occur in eyes which"have had frequent recurrences of 
iritis, and where a complete adhesion has formed between 
the pupillary margin and the capsule of the lens. This 
** exclusion of the pupil" exerts a very prejudicial influence 
on the eye. The pupillary border, tied down by synechisB 
to the lens capsule, is repeatedly pulled on by the iris in 
its abortive efforts to dilate and contract the pupil under 
the influence of light and shade, or in concert with the 
Action of the iris in the other eye ; and thus a constant 
source of irritation is maintained. The communication 
between the anterior and posterior chambers of the eye 
through the pupil is closed, and the proper balance of 
fluid between them is destroyed. The aqueous consequently 
accumulates in excess in the posterior chamber, and 
presses forward the iris towards tne cornea, rendering its 
surface convex, and throwing into small irregular bulgmgs 
those portions of the iris which have undergone Oitx^^W^ 
changes from the frequent recuxreTiCfe^ ol \xA1Mam»^3iSS^•^ 

Bymptoma. — The early Bymp\^m^ wc^ NiXio!^^ <i1 \t>ioA<» 
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from the first attack of wliich tlie patient may have re- 
covered, but baying saffered from one or more relapses 
tbe wbole or tbe greater part of tbe pupil becomes bound 
down by synecbisa, and lympb is effused on the capsule of 
the lens within the pupillary area. The iris is now 
gradually pushed forwards towards the cornea from an 
accumulation of the aqueous in the posterior chamber ; 
its striation is blurred and indistinct ; its surface, dis- 
coloured and hazy, is convex instead of being plane ; and, 
if the disease has been of long standing, it is marked by 
irreffular knotty bulgings from atrophic portions yielding 
to the pressure of the fluid behind it. At tbis stage 
there is frequently a diffused haze of the vitreous with 
floating opacities. The vision is always ^eatly impaired, 
and especially in those cases where the ins is much arched 
forwards ; and occasionally there is considerable limita- 
tion of the field. The contracted pupil, opacity of the 
pupillary portion of the lens capsule, and nazy vitreous 
prevent the ophthalmoscope from affording much infor- 
mation as to the state of the parts at the fundus of the 
eye. This must be estimated partly by the general 
appearance of the structures which can be seen, but 
chiefly by an accurate examination of the amount of 
sight and the extent of the field of vision. During the 
inflammatory attacks, the tension of the globe is apt to be 
greatly increased, but in the later stages of the disease 
the eye becomes soft from atrophy of the structures 
within it. 

2nd. CHOBOIDO-IBITIS is an inflammation which 
commences in Uie choroid, and afterwards extends to the 
iris. It is a more severe affection than the preceding, and 
less amenable to treatment. 

Symptoms. — ^The early symptoms are failing sight, a 
slightly dilated and sluggish pupil, and turbidity of the 
vitreous. There is nothing in the external appearance 
of the eye to account for the great impairment of sight. 
The disease at this stage is confined to the choroid, but 
after a time it gradually extends itself to the iris, and 
symptoms of a low form of iritis are developed. The 
iritic symptoms are of a suba<3ute form, and very insi- 
dious m their progress. They are usually accompanied 
with some irritabihty and rediess of the eye, especially 
m tbe ciliary region. The impairment of sight steadily 
increaaea, the field of vision \>|&comft^ wix\?»fc\»\,^jsi6L^r- 
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tions of it are occasionally destroyed either from partial 
detacliments of the retina, or from patches of atrophy of 
both the choroid and retina. The tension of the globe as 
a rnle remains unaltered, until during the later stages of 
the disease, when atrophic changes in the recenuy in- 
flamed structures cause the eye to become soft. 

The Prognosis of irido-cnoroiditis is more favourable 
than that of choroido-iritis. In the former the defect of 
sight may be chiefly due to the central opacity of the lens 
capsule, the vitreous being still clear, and the choroid but 
little affected. When such is the case, there is a good 
prospect of the eye under proper treatment regaining 
useful vision. In choroido-iritis the impairment of vision 
is usually ereat, and clearly dependent on changes at the 
fundus of the eye. The most hopeful cases are those in 
which there is a fair field of vision, with an ability to read 
large type, and with the globe of the normal tension. 
When tne eye is soft, the field much contracted, and 
there remains only an imperfect perception of li^ht, the 
prognosis is very bad, for no benefit will be derived by 
any operative procedure. 

Treatment. — Although both irido- choroiditis and 
choroido-iritis may arise from many causes, yet a large 
number of the cases are dependent on syphilis. A 
careful inquiry should thereiore be always made into 
the previous history of the patient, as if a syphilitic 
taint can be discovered, it forms a good ground upon 
which to found the treatment, and the prognosis is 
more favourable than when the source of the disease 
cannot be traced. If syphilis is the probable cause, the 
treatment recommended for Eetinitis Syphilitica should 
be followed. If, however, the source of the inflammation 
should be due to a rheumatic diathesis, the treatment 
advised for Eheumatic Ibitls, page 87, should be adopted. 
No permanent benefit, however, will be gained by the 
mere use of medicines, and soothing applications to the 
eye; so long as the iris remains tied down to the lens 
capsule, and the communication between the anterior and 
posterior chambers is destroyed, recurrences of the inflam- 
mation are liable to occur. As soon, therefore, as the eye 
has become free from active irritation an iridectomy 
should be performed : firstly, with the object of restoring 
the channel through the pupil between the anterior and 
posterior chambers ; and, secondly , iox ^ilb<^ y^^x'^c^^ ^ 
making an artificial pupiL, and ex^^axi^ ^ ^-iNa^xl ^ 
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transparent lens and capsule, through which the patient 
majr nave hetter vision. There are several difficulties 
which beset the operation of iridectomy in these cases. 

a. From the shallowness of the anterior chamber, owing 
to the iris being pressed forwards towards the cornea, it 
is often unsafe to use the triangular- shaped iridectomy 
knife. In such cases Graefe's cataract knife should be 
used in the manner recommended in ** the operation of 
iridectomy," page 99. 

p. In drawing out the portion of iris through the wound, 
previous to excising it, the pupillary border which is 
adherent to the lens capsule often becomes detached, and 
remains in situ. Ko attempt should be afterwards made 
to get it away, as it in no way interferes with the good 
effect of the operation. 

y. The iris may be so rotten and have formed such 
broad adhesions oetween its posterior surface and the 
lens capsule, that there may be difficulty in drawing out 
a portion of it with the forceps ; or, after the iridectomy 
has been completed, the sight may be in no way improved, 
owing to the exposed lens capsule being covered with 
uvea. In such cases it is generally advisable to remove 
the lens at a future operation. 

d. The pupillary border of the iris is often so firmly 
adherent to the capsule of the lens that, in drawing out 
the portion of iris previous to excising it, the lens capsule 
is torn. As a consequence of this accident, which is 
absolutely unavoidable, cataract follows. 

SYMPATHETIC OPHTHALMIA 

Is a peculiar inflammation of one eye, excited by some 
special irritation in the other. 

There are two forms of sympathetic ophthalmia. 

The first, from being the slighter of the two, may be 
called sympathetio irritatioii. 

The second is the severe disease now so weU known by 
the name of sympathetio ophtludmia. 

SYMPATHETIC IBBITATION consists of attacks 
of extreme irritability of the sound eye, which may come 
on whenever the lost or injured one becomes inflamed. 
There is a slight indistinctness of vision, the objects seem 
to dance about, and reading tires the eye. The patient 
may be able to read No. 1 oi Jaeger, and to see distant 
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figares rightly, but lie cannot do so for any length of time, 
the effort of accommodation soon fails, and tlie eye be- 
comes fagged. Daring the attack the eye is shghtly 
reddened, watery, and irritable : occasionally it is painful ; 
the patient has neuralgic shootings in it, and tnis may 
then be the symptom which gives the greatest trouble. 
The attack generally lasts for some days, or it may even 
continue for one or two weeks, and then gradually cease ; 
the recovery being frequently coincident with the cessation 
of the irritation in the injured eye. 

The points in which sympathetic irritation differ from 
sympatnetic ophthalmia are — 

1. Although the eye may be subjected to frequent 
recurrences of the attacks, vet no fibrinous effusions 
nor disorganizing changes of its different tissues take 
place. 

2. The excision of the lost or injured eye at once arrests 
the disease. All sympathetic irritation ceases when the 
cause which gave rise to it is removed. 

STMPATHETIO OPHTHAXMIA is essentially an 
adhesive or fibrinous inflammation. Seldom if ever does 
an eye with sympathetic inflammation suppurate. Its 
tendency is to rapid plastic effusions, which soon become 
organized and mcapablo of absorption — blending the 
different tissues together, impairing their textures, and 
destroying their functions. The eye is generally attacked 
by the disease without having pain as a warning. The 
inflammation often creeps on unheeded by the patient, 
and the first symptom which frequently draws the atten- 
tion to the apparently sound eye is a slight defect in its 
ability to define clearly, and a general pinkiness of the 
globe. In children I have seen the disease thoroughly 
established before they have been brought for advice, 
simply from the fact that the absence of pain induced 
the parents to think lightly of the affection. When once 
fairly started, sympathetic ophthalmia is very difficult to 
subdue, and even when arrested it is liable to frequent 
recv/rrence. 

The peculiar tendency of this svmpathetic inflammation 
to cause rapid effusion of lympn is manifested from the 
very commencement of the disease. In the earliest stage 
there are usually spotty deposits of lymph on the inner 
BUiface of the cornea ; then follows a plastic inflamn\ft.ti<ycL 
of the iris, which binds the pupil \)^ «y^'^QXL^\f^S^^ ^scsr 
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terior capsule of the lens, and which rapidly extends to 
the ciliary processes, the choroid and the vitreous. The 
lymph is not deposited on the surface in nodules, as in 
sypnilitic iritis, but it occurs as an infiltration invading 
tne very texture of the iris, ciliary processes, and choroid. 
In the synechisB which are formed, it is not simply the 
pupUlary margin, but the whole posterior surface of the 
iris which contracts adhesions to the capsule of the lens, 
80 that if at a future period an attempt be made to form 
an artificial pupil by tearing away a portion of the iris, 
the exposed part of me lens capsule will be found covered 
with uvea, indicating exactly the extent of adhesion 
which had existed between it and the posterior surface of 
the iris. 

Early in the disease when the iris is saturated with 
Ivmph, it is soft and rotten ; but at a later date when all 
tne acute symptoms have passed away, the iris has become 
completely changed in its texture ; it is excessively tough, 
has lost all its elasticity, and is converted into a dense 
fibrous membrane. 

The Causes of Sympathetio Ophthalmia are— 

1. Wounds of the eye, and especially those which in- 
volve the ciliary region or that part which extends for 
about one-eighth of an inch backwards from around the 
cornea, a space in which lie the ciliary muscle and ciliary 
processes ; and wounds, and near the margin of the cornea 
m which there is an entanglement of iris. 

2. The lodgment of foreign bodies within the globe. 

3. The irritation excited by degenerative changes 
taking place in eyes already lost either by injury or 
disease. 

Sympathetic ophthalmia is seldom, if ever, excited by a 
suppurative inflammation of one eye. This fact was 
noticed by the late Yon Graefe, and my own experience 
accords with it. If, however, a foreign oody is within the 
globe, suppuration does not lessen the danger which its 
presence m the stump will keep up. 

The age of the patient has a remarkable in- 
fluence on this disease. — The young are much more 
prone to it than the old, uid it runs its course more 
rapidly in the child or the young adult than it does in the 
middle-aged or the old. 

The period at which sympathetic ophthahnia 

may come on after an injury. — It is difficult to assign 

anjrdate atwbioli sympathetio ophthalmiamay be expected. 
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or after which the soand eye ma; be considered oa safe. 
So long as the imtation prinmrily eicited by the injury 
continnea, the sound eye may sympathize. The risk can- 
not be said to have passed away until the injured eye has 
qoitti recovered ; the sclerotic must have regained its noT- 
mal whiteness, and all photophobia and lachrymation 
have ceased. 

If the injnry is from a foreign bodij within Ike eye the 
eound eye may become sympathetically affected at any 
time, and after the lapee of any number of years. 

Bymptoma.— In tne first stage of the atteck the eye is 
irritable and abnormally sensitive to light ; there is some 
lachrymation, and the conjunctiva is a httle injected; 
there are nsually spotty deposits ot lymph on the inner sur- 
face of the cornea (comeitia punctata), sometimes only to 
be detected by looVing at the cornea with a lens ; andthe 
pupil is decidedly sluggish in its action ; the power of 
focusing the eye for near objects is diminished ; and the 
patient is nnable to maintain a prolonged accommodative 
effort. Beading quickly induces fatigue, the words be- 
come confused, blurred, and at last indistingniahable. A 
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Fig 23 reproBents, il9 well as an engravrng can, 
tba appearance of an eye Bnffenng from sympa- 
thetic opbtbatmia It was drawn from a young 
maa. EOt. eigbteen, a gUsB-blower, who had lost 
bis left eye from an lnjary he rcceired ten months 
provionBly, 

few miuQtes'rest and the eye can reenme its work, but the 
same symptoms shortly reappear and oblige it to desist. 
At this sta^e of the disease there is Kenerall^ tw ■poiifli.,ii.»** 
even sufBcieot to draw propev a,ttB'i\V\OTi\.o'OR% «?*- 
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In the second stage of tlie disease fibrinous exudations take 
place within the eye, and lymph is effused in large quan- 
tities as an infiltration into the different tissues involved 
in the inflammation ; the pupillary area of the capsule of 
the lens is covered and the iris almost soaked with it. 
This exudation rapidly becomes organized, and contracts 
firm adhesions between the whole posterior surface of the 
iris and the lens capsule. If atropine be dropped into the 
eye, the pupil is either not afiected by it, or it dilates only 
slightly, irreffularljr, and partially. The aqueous becomes 
serous, and the striation of the iris, at first indistinct, is 
afterwards completely lost. 

The third stage of the disease is characterized by in- 
creased tension of the globe, and this condition is generally 
associated mf^jsatn, oftentimes very severe, and sufficient 
to make the patient willing to submit to any means sug- 
gested for his relief. The increase of tension may come 
on at any time after the inflammatory exudations within 
the eye have commenced, and may continue during many 
months, or even last beyond a year. If the disease runs 
on the vitreous atrophies, loses consistence, and diminishes 
in bulk; and with these changes the increase of tension 
subsides, and the eye gradually becomes softer than nor- 
mal, and sinks to — T 2 or 3. As the atrophy of the 
vitreous proceeds, the retina is deprived of its normal 
support, and falling forward, becomes partly or completely 
detached. 

The increased tension of the eye combined with the 
inflammatory changes in the ciliary region sometimes 
lead to a thinning ot the sclerotic around the cornea, and 
to ciliary staphyloma. I have seen several such cases, 
and they have generally been painful eyes. 

Treatment. — In the treatment of sympathetic inflam- 
mation of the eye, we must consider — 

1. How to arrest the progress of the disease. 

2. How to proceed when the injured eye still retains 
some useful sight. 

3. The general constitutionl and local treatment in each 
of the three stages of the affection. 

1. How to arrest the progress of the disease. — 
If the sympathetic inflammation of one eye is dependent 
on injury to the other, and it is clear that the wounded 
eye is irreparably blind ; or if the exciting cause of the 
mischief proceeds from a previously lost eye becoming in- 
jSamed, then there cannot oe a momenVa hesitation about 
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the propriety of at once extirpating the injured, or the 
diseased, eye. 

The importance of removing at an early period an eye 
which has been so injured as to be useless, and which is 
exciting or is likely to excite irritation in the other ; or 
the inmmed remnant of a lost eye which is acting as an 
irritant, cannot be exaggerated ; for though in the very 
early stdge of sympathetic ophthalmia the removal of the 
cause of irritation will frequently induce its subsidence, 
yet when the disease has thoroughly taken hold of the 
sound eye, even the removal of tne lost one will rarely 
arrest its progress. My own experience leads me to believe 
that i£ an injured eye be excised before symptoms of irri- 
tation occur in the other eye, then the sound eye is safe 
from sympathetic ophthalmia. There may be exceptions 
to this rule, but I believe they are very few. 

2. How to proceed if the iiijured eye still re- 
tains some useflil sight. — On several occasions I have 
seen the sound eye destroyed by sympathetic ophthalmia, 
while the injured eye has ultimately so recovered that 
useful sight has been restored to it, and the patient has 
been able to get about without assistance. As the re- 
moval of the injured eye will probably not arrest the 
sympathetic ophthalmia, and especially if plastic exuda- 
tions have commenced, the conclusion at which I have 
arrived is, that if sympathetic ophthalmia be established, 
the injured eye should not be removed if it retains any 
useful sight. 

3. Gteneral constitutional and local treatment. — 
In the early stage of the disease absolute rest to the eyes 
is imperatively demanded; all reading, writing, or tine 
work of any kind, must be forbidden ; when at nome the 
room should be l|^pt darkened, and when out, dark neu- 
tral-tinted glass goggles should be worn. It is impossible 
to overrate the importance of keeping the patient for a long 
period in a very subdued light ; it affords the best hope 
of success, and places the eyes in a position to receive 
most favourably the influence of any other treatment 
which may be adopted. However well the patient may 
progress, the order to rest the eyes and abstain from work 
should not be rescinded for at least from six to eight 
months. The disease is very recurrent in its nature, and 
the too soon exposing the eyes to the stimulus of stron^^ 
light will increase the chances of Te\sL^^^. ^ 

During this stage mercwiaY \tL\xuc\»\Q>XL vqKa *Ocl^ \«as5g^ 
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witli the ungnent. hydrarg., or llie hydrarg. oleat., 5 
per cent. c. morphia every night may be tried and con- 
tinued for two or three months, care being taken to avoid 
salivation by diminishing or omitting the rubbing in for 
a few days as required. The patient should be well fed, 
as the disease is very depressing, and quinine in one- or two- 
grain doses, according to the age of the patient, combined 
with extract of belladonna, or bark with belladonna, 
. (F. 140) should be given. From the use of iodide of 
potassium and perchloride of mercurjr, both of them 
favourite medicines in the treatment of irido-choroiditis, 
1 have never known the slightest benefit. 

Local applications. — ^A weak solution of atropine 
(F. 15) may be dropped into the eye three or four times 
a day, or the belladonna lotion (F. 40) may be frequently 
used. In the later stage of the disease, when the whole pos- 
terior surface of the iris is adherent to the capsule of the 
lens, I believe that all mydriatics do harm by stimulating 
the dilating fibres of the iris to contract when from the ad- 
hesion of the^jris to the lens-capsule they cannot act. 
Mydriatics also favour the development of the state of in- 
creased tension which usually comes on at a later period 
of the disease. 

In the second stage of the disease, when the union be- 
tween the iris and lens-capsule has been effected, but after 
the acute symptoms have subsided and the eye is quiet, 
it is a question whether an 0{>eration may be attempted 
to improve the sight. My opinion is that if the sight is 
sufficient for immediate requirements, and will enable the 
patient to walk about without assistance, the eye should 
De left alone. It is the only eye, and operations on eyes 
sympathetically inflamed are so unfavourable, that it is 
lletter to let the patient enjoy the sifjbt he has, rather 
than to risk the loss of it with the prospect only of a 
slight improvement. 

If, however, the sight is so defective as to be almost 
useless, and there is a fair field of vision, then an attempt 
should be made to improve it by an operation, but no 
operation should be performed whilst the eye is inflamed, 
llie objects to be attained are, the formation of a new 
pupil and the extraction of the lens. There are very few 
eyes which have suffered from sympathetic ophthalmia 
in which an artificial pupil can be satisfactorily made 
without at the same time removing the lens. The iris has 
become so changed in structure, and so adherent to the 
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lens-capsule, that it is difficult and often impossible to 
perform an iridectomy ; and even when this can be accom- 
plished, it usually fails to benefit the si^ht, from the ex- 
posed capsule of the lens bein? coated with adherent uvea. 
It is therefore generally advisaole to endeavour to remove a 
portion of iris and to extract the lens in the one operation: — 
First, make a section of the cornea with a narrow Graefe's 
cataract knife, then, if possible, remove a portion of iris ; 
but failing to accomplish this, tear open the pupil and 
through the capsule of the lens with a cy stotome ; or if this 
be insufficient, remove a portion of iris and the adherent 
lens-capsule with a pair of iris scissors ; and, lastly, with a 
little pressure on the globe with, the back of the curette 
cause the escape of the lens through the corneal wound. 
This operation may generally be accomplished without the 
loss of any vitreous, and the eye will usually recover from 
its effects well, but the pupil will probably again become 
closed. Another operation will afterwards be required 
for the formation of a now pupil. 

The extraction of the lens seems to exert a beneficial 
influence on the eye, as after it has recovered from the 
effects of the operation, it is much less disposed than it 
was before to a recurrence of the inflammation. 

In the third stage of the disease, when there is an in- 
creased tension of the eye, active treatment is necessary. 
If the state of tension be long continued the little sight 
that is left soon vanishes ; and relief also is required for 
the pain which so frequently accompanies the tension. 
An attempt to do an iridectomy I have alwtw^s found 
unsuccessful. In these cases sclerotomy is the better 
operation. A narrow Graefe's knife is to be made to 
pierce the sclerotic just external to the corn eo- sclerotic 
junction, and to be directed across the front of the iris to 
a corresponding point oa the opposite side. After slight 
cutting, so as to make the section a little broader than 
the breadth of the blade, the knife is to be withdrawn, 
leaving a wide bridge between the sections. I have per- 
formed sclerotomy in sympathetic ophthalmia where there 
has been great pain associated with increased tension ; 
and in cases where there have been pain, tension and 
ciliary staphyloma, and with very good results. 
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OLAUCOICA is a disease which is characterized by an 
increased tension of the globe, impairment of the field of 
vision, and fading sight. 

There are four forms of this disease : — 

1. The acnte and subacute inflammatory. 

2. The chronic or simple. 

3. The intermittent. 

4. The consecutiye or secondary. 

The progress of each differs, but if uninterrupted by 
treatment the end is the same — sooner or later irreparable 
blindness. 

To asoertain the tension of the globe.— See page 
129. 

The impairment of the field of vision in glaucoma 
is yery great. It usually commences at the inner or nasal 
side, at which part it is sometimes completely wanting. 
In some cases the field is simply contractea, and this 
occasionally eoes on to such an extent that the patient 
will describe his limitation of yision ** as if he were look- 
ing through a tube.'' In other cases portions of the field 
are completely obliterated, so that in certain directions 
the eye is blind. 

To determine and map out the field of vision. 
(See Article on this subject.) 

Glaucoma is a disease of adyanced life, the large 
majority of the cases being in patients oyer forty-fiye 
years of age. There are, howeyer, exceptional instances 
m which it has occurred at a much earlier date. Glaucoma 
may be idiopathic, that is, it may deyelop itself in an eye 
without any apparent cause ; or it may be dependent on 
an injury, or on some form of inflammation of the eye to 
which it is secondary. 

The adyent of an attack of acute glaucoma seems to be 
sometimes due to a sudden mental shock occurring to a 
person already depressed, and with eyes probably predis- 
posed to the disease. Thus, I haye on seyeral occasions 
seen it come on after soyere affliction caused by the death 
of near relations, or by great pecuniary loss. In one 
case which came under my notice, a sudden fright in a 
joatient exhausted by night- watching apparently inducsd 
the disease. The patient, a nurse, had from sheer fatigue 
/hJIen asleep by tke bedside of t"he paAiiexi^.^ft'^^ja'^^XRHv- 
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ing, wlien she was suddenly awoke in the niglit by the 
snapping of the sash cord, and the sudden falling of the 
window. Within a few hours she had an attack of acute 
glaucoma. Patients who have suffered from gout or from 
disorders of the digestive system have been supposed to 
be specially liable to glaucoma, but this has not been 
satisfactorily proved. Both eyes may be simultaneously 
involved ; but it is more usual for one to be first affected, 
and for the disease to follow in the other after a varying 
interval. When one eye has suffered from glaucoma the 
other is specially liable to be attacked. 
The premonitory symptoms of glaucoma are — 

1. Bapidly increasing presbyopia, the patient 
finding it necessary to frequently change his convex 
glasses for stronger ones on account of his defect of sight 
mcreasin^. 

2. Periodic obscurations^ sudden dimness, varying 
in degree and lasting from a few minutes to several hours. 

3. Halos or rainbows around the candle or any other 
light is a frequent symptom, and one which generally 
draws the patient's attention to his eye. 

4. Diminution of the field of vision and fiGkding 
sight. 

5. A gradual increasing hardness of the globe. 
Such are the warning symptoms of glaucoma, but they 

may be all so slight, or mav make their ap];)earances so 
slowly that they may be unheeded, and this is especially 
the case if one eye only is affected. 

1. ACUTE INriiAMKATOB'7 aiiATTCOMA is gene- 
rally sudden in its attack, occurring usually in eyes which 
have had premonitory symptoms, though they may not 
have been appreciated by the patient ; or it may super- 
vene on the simple form of the disease, the chronic 
glaucoma rapidly and suddenly assuming the acute in- 
flammatory type. 

Symptoms. — The eye exhibits all the external mani- 
festations of great internal congestion and acute inflam- 
matory action. There is distension of the ciliary vessels, 
both of the viens which emerge through the sclerotic in 
front of the insertion of the recti, and of the zone of 
arteries around the cornea; occasionally there is also 
chemosis of the conjunctiva. The anterior chamber ia 
diminished in size, Bometmiea \jo ^xi^ ^ \<6Sgt<y^ ^ss^ *vi2k 
bring the iris almost into coii\iabQ\» m>iJcL 'Oaa ^:ftxw^'?c\ Sic^ 
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pupil is dilated and either very slnggisli or completely 
inactive. The patient sees rainbows or halos of hright- 
coloured light around the candle or gaslights. The 
field of vision is diminished, or parts of it are obliterated. 
The sight is greatly impaired, and is rapidly getting 
worse; in a few hours it may be so reduced as to be 
able onl^ to distinguish 'No. XX. or to count fingers. 
The tension of the globe is increased from T 1 to T 3, or 
stony hardness. The pain is usually most severe, often- 
times of an almost maddening character. There is a 
sense of aching and tightness of the ^lobe, with pain 
extending around the oroit, along the side of the head, 
and down the nose, but the most acute agonv is often 
referred to the back of the head. This is usually accom- 
panied with severe vomiting, so as to give to the 
symptoms an aspect of a bad bilious attack, for which, 
indeed, it is unfortunately too often mistaken. 

Examined with the Ophthahnoscope the vitreous may 
be so turbid as to prevent the fundus from being seen ; 
but if the humours are still sufficiently clear, there 
will be found cupping of the optic nerve; pulsation 
of the retinal arteries, either spontaneous, or produced 
by the slightest pressure on the globe; and a dilated 
and tortuous condition of the retinal veins. Small 
blood spots will be often seen scattered at different 
parts or Hihe retina. They are the result of capillary 
nsemorrhages, which take place in most cases of the 
acute, and in many of the chronic glaucoma. Filmy 
blood clots are also often found in the vitreous. 

The Characteristics of a Qlaucomatous Cup. — 
The glaucomatous cup involves the whole optic disc : 
its margin is abrupt, sharp, and sometimes excavated, 
overlapping the cup, and the vessels as they curl over its 
edge appear to be either interrupted or distorted. If the 
excavation is deep, the continuity of the vessels, as they 
ascend the side of the cup and mount over its edge, 
seems to be lost, and the vessels look as if they were in- 
terrupted or broken in their course ; whilst if the cupping 
of the nerve is shalhw the vessels appear bent or dis- 
torted as they pass over its edge. The optic disc is 
encircled by a light- coloured zone. This is caused by the 
edge of the sclerotic ring shining through a rim of atro- 
phied choroid, and it is best seen in those cases where the 
excavation is deepest. The central portion of the papilla 
Iiaff often a, pecnhar blaish-grey \ingQ ^^Ocl m<ct^«««i^\a. 
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intensity towards the circumference of the nerve. So 
deceptive is the appeaxance of a deeply excavated nerve 
that it resembles more the prominence of a sphere than 
the hollow of a cup. The qlaucomatoxLa excavation is 
perfectly distinct from what is termed the ^physiological 
cup. 

The physiological cup is simply a shallow depres- 
sion confined to the centre of the optic disc, in the site 
where the retinal vessels pass ; it Iooks white and glisten- 
ing, and its sides are usually bevelled or sloping; it 
varies greatly in size, but it is surrounded by healthy 
looking nerve structure ; it is congenital, and has no un- 
favourable omen. In addition to these two, there is a 
third form of excavation of the disc produced by atrophy 
of the optic nerve. (See Atkophy op Optic Nbeve.) 

Two modifications of this acute form of glaucoma should 
be noticed. A auhoAMte in which all the symptoms are 
diminished in intensity; and a haevMrrhagic form in 
which there is a peculiar tendency to retinal haamorrhages. 
and in which bleeding between the choroid and retina will 
sometimes occur immediately the tension of the globe is 
relieved by iridectomy. 

Besiilts of Acute Qlaucoma. — The vision may be 
reduced to a mere perception of large objects in a few 
days, or, in very acute cases, as in the ** Glaucoma ful- 
minans" of Graefe,* in even a few hours. If the acute 
symptoms subside, and some of the lost sight is regained, 
the eye is still left in a very unhealthy and unsatisfactory 
state. The sight remains impaired, the tension of the 
globe will generally continue too great, and there is a pro- 
bability, amounting almost to a certainty, that the eye 
will sooner or later be subjected to another attack which 
will still further damage the sight, if it does not altogether 
destroy it. After one or more of these acute attacks, the 
eye will drift into the state of hopeless blindness which 
has been described as glaucoma dbsolutum. This is, in 
fact, the last stage of the disease, when the eye is irre- 
mediably blind, and when all hope of benefit from treat- 
ment has passed. The globe is of stony hardness, the 
pupil widely dilated, and often irregularly so ; the anterior 
chamber is so shallow that the ins is almost in contact 
with the cornea, which is anossthetic and dull in appear- • 
ance, having lost much of its normal lustre. The humours 

♦ Archiv iut 0^\i\iMi\. Vm^"!, 
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are turbid, so that tlie fundus cannot be seen ; and it may 
be that the lens is also cataractous. But, in addition, the 
eye is often subject to severe pain, which is either constant 
or so frequently recurring as to destroy sleep and impair 
health. The suffering may be due either to a repetition 
of the acute inflammatory attacks, which continue even 
though the eye is lost ; or to the irritation which is excited 
by degenerative changes taking place in the tissues with- 
in the globe. 

Treatment. — For the acute inflammatory glaucoma 
there is bat one plan of treatment which holds out the 
promise of regaining much of the lost sight, and at the 
same time of relieving pain, and that is iridectomy. The 
results of this operation in acute glaucoma have been 
most brilliant; its curative effect is now an established 
fact, and cannot be controverted by i^orance or preju- 
dice. I prefer iridectomy to sclerotomy m acute glaucoma. 

To Von Graefe is to be ascribed tlie honour of having 
originated the operation, and the thanks of all who are 
benefited by it are due to him. The effect of iridectomy 
is to relieve tension, and the symptoms which are de- 
pendent on it at once begin to subside. The operation 
should be performed as soon as possible after the acute 
symptoms have set in, as every hour tends to diminish 
the chances of recovery. 

For the eye which has been lost by glaucoma, and con- 
tinues painful, or is liable to frequent recurrence of in- 
flammation, the best treatment is excision. Tlie operation 
of iridectomy in such cases generally fails to give relief. 

2. CHRONIC, or SIMPLE aLAUCOMA.— ITie pro- 
gress of this disease is usually unaccom^^anied by pain. 
It may involve one or both eyes; but when both are 
affected, it is generally more advanced in one eye than in 
the other. The vision gradually fades, and there are 
occasional obscurations in which the dimness is greatly 
increased — ^in some cases almost to darkness ; but after a 
varying time the sight is regained. The patient sees 
rainbows or halos of coloured light around the candles. 
The pupil is sluggish and more dilated than normal. The 
anterior chamber becomes shallow, and the humours 
turbid. The tension of the eye is increased ; and the field 
oi viaion is contracted, or in parts lost. These symptoms 
majr steadily progress, with occaBional remissions or ex- 
acerbations, until all siglit ia eTLtmgvus\i^^. ^^^<^\iVX.^ , 
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however, an acute attack supervenes, and all the symptoms 
whicli characterize the acute inflammatory glaucoma are 
at once developed. 

Examined with the Ophthalmoscope the same 
appearances are presented which were mentioned in the 
section on Acute Glaucoma, page 120 — viz., cupping of 
the optic disc with pulsation of the retinal arteries, either 
spontaneous or produced under the slightest pressure of 
the fingers on the globe ; undue fulness of the retinal 
veins ; turbidity of the vitreous, and occasionally small 
extravasations of blood on the retina. 

Treatment. — Iridectomy affords the best chance for 
the eye ; but the Results of this operation in the chronic 
or simple glaucoma are not nearly so favourable as when 
performed for the acute form of this disease. It will 
generally arrest the progress, and retain for the patient 
the vision he still has, but it will often fail to bring back 
the sight which has been lost. StiU, so long d^s the eyes 
possess perception of light, it is worth performing iridec- 
tomy, as the results of tne operation will often far exceed 
the expectations, and especially if the disease has been of 
short duration. In some cases which have been under 
my care, where the vision was so reduced that the patients 
could only count fingers, I have been gratified by such a 
restoration after the operation as has enabled them to 
read fair-sized type, such as from No. 6 to ISTo. 10 of 
Jaeger. 

For medicinal treatment, the guttsB eseriae (F. 18) 
should be dropped twice daily into the eye, and the pil. 
sodaB arseniatis may be given twice daily. When there 
is pain in or about the eye the croton chloral (F. 78, 110) 
may be given every one or two hours until relieved, but 
for three doses only. 

The cases of chronic glaucoma which hold out the best 
promise of success are those in which the field of vision is 
still entire, and where the disease has not continued long 
enough to produce severe atrophic changes in the optic 
nerve and retina. 

3. INTERMITTENT aiiATTCOMA. -The symptoms in 
this form of the disease are not continuous ; they last for 
a variable time, and then there is a distinct intermission, 
an interval of freedom from the glaucoma, with a restora- 
tion of sight which may be neaxVy, \^ ^'^^ o^Q&Xfc, ^ajjisJS. H» 
that enjoyed previous to tVi^ «i\,W^, fc^Xfex "^ ^^^^ 
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respite, the glancomatous symptoms recur, and a^ain 
recede in a similar manner. In the intervals the patient 
may be able to read No. 1 of Jaeger's test types and to 
see distant objects well, but if the field of vision be care- 
fully taken, it will generally be found to be more or less 
contracted, and this contraction is likely to increase 
with the recurrences of the glaucoma. In these cases 
there is usually one of the glaucomatous symptoms 
specially pronounced, and which forms the predominant 
feature during the attack. In some patients the pro- 
minent symptom is the temporary obscuration of sight, 
which may vary from great dimness to periods of almost 
complete darkness; — in others there is only an indis- 
tinctness of vision, but with marked halos around lights, 
and with some pain in the eye ; — in all there is an in- 
crease of tension during the attack. 

These recurrences and intermissions may extend over 
many months, or even beyond a year ; but my experience 
is that sooner or later they will be followed by an acute 
attack of glaucoma, which, if not arrested in time, will 
destroy sight. 

Treatment. — ^When the glaucomatous symptoms are 
not very marked, and the recurrences are at long in- 
tervals, we may fairly try the effects of drugs. The 
guttse eseriaB (F. 18) may be dropped three times daily 
into the eye, and the succus conii may be given in doses 
of from half a drachm to a drachm, combined with half- 
drachm doses of the tincture of yellow cinchona two or 
three times a day. I have frequently found this treat- 
ment beneficial. 

In addition, all reading and close application of the 
eyes should be avoided. If, however, the symptoms of 
glaucoma are pronounced, and the attacks frequent, 1 
would strongly urge an iridectomy, and without delay. 
The fact that the patient can see well during the in- 
tervals is no argument against the operation : the acute 
attack in which these intermittent glaucomas usually 
culminate may be close at hand. 

4. COKSECTTTIVE, or SECOKDABY aLAUCOMA, 

may complicate many of the diseases and injuries of the 

eye. It may follow a perforating wound in which the lens 

lias been injured ; or it may come on after a needle operation 

for cataract or for opaque capsule ; or after a dislocation 

of the lens into the anterior or vitieoua <:^i^.\!c^i«^. \\. \^ 
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then known as traumatic glaucoma. Secondary glancoma 
is also occasionally met with in cases of iritis and irido- 
choroiditis, in staphyloma, in sympathetic ophthalmia, 
and in some forms of deep ulceration of the cornea. 
Whenever it occurs, it must always be regarded as a grave 
symptom. 

Treatment. — In those cases where the increased ten- 
sion of the globe is dependent on removable causes, the 
source of the irritation should be taken away. Where a 
wounded or broken-up lens is pressing upon the iris, and 
exciting glaucomatous symptoms, it should be either 
sucked out with a syringe, or removed by linear extrac- 
tion. When a dislocated lens is the cause of irritation, it 
should be extracted. In cases of increased tension after 
capsular operations, paracentesis of the cornea will gene- 
rally afford relief. The same operation may be also tried 
when glaucomatous symptoms are associated with deep 
ulceration of the cornea ; but should it fail to diminisn 
the tension, a portion of the iris should be excised by 
iridectomy, or Samesch's operation be performed. In 
iritis, or irido-choroiditis with increased tension of the 
globe, iridectomy should be performed. 

The folio winj^ are occasional complications of glaucoma 
which raise dimcult questions of treatment : — 

1. Qlaucoma reeurrmg in an eye in which an 
irideotomy has been already performed. — ^The 
choice rests between performing sclerotomy and the 
making another iridectomy in the opposite direction. 
With my present experience, I am in lavour of another 
iridectomy in preference to sclerotomy. I have had good 
results from a second iridectomy. 

2. Qlaucoma recurring in an eye in which an 
iridectomy had been previoiisly performed, but 
with the lens now cataractous.— If there is still 
some sight in the eye, the best treatment is to extract the 
lens, making the section with a narrow Graefe's knife. The 
prospect of success is not good, but it affords the best chance. 

3. Qlaucoma coming on in an eye in which 
there is an advancing but still an immature 
cataract. — The jE^laucoma is probably due to a swelling 
lens pressing against the posterior surface of the iris. I 
would first make a large iridectomy ; it is an operation I 
have performed in such cases and with success. If the 
tension should recur, or the operation. «\vsyo\^i^*^T^$5Nss^'^ 
the tension, I would extract \.\ift\^Ti»» 
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PATHOIiOa? OF aiiAUCOMA.— In order that the 
student may understand the theories of the cansation of 
glaucoma, it is essential that he should clearly appreciate 
the relations of the structures near the angle of the 
anterior chamber. The following description of the parts 
in that locality is taken from " Quain's Anatomy/* ninth 
edition, vol. ii. p. 397 : — 

"The membrane of Descemet or Demoiirs (posterior elastic 
lamina, Bowman), not very closely united with the fibrous part of 
the cornea, is transparent and glossy in appearance. It is firm and 
structureless, but very elastic. ... In thickness it varies from TsioM 
to T7^ of an inch. It is lined next the anterior chamber with an 
epithelium, which resembles that on serous membranes, consisting 
of a single layer of flattened polygonal cells with distinct nuclei. 

At its circumference the membrane breaks up into bundles of 
fibres, which are partly continued into the front of the iris, forming 
the '* pillars of the iris," and partly into the fore part of the choroid 
and sclerotic coats. To these festoon-like processes passing between 
the iris and posterior part of the cornea at its junction with the 
sclerotic, and which are very much more marked in the eyes of the 
sheep and the ox than in the hmnan eye, the name ligammtum 
pectitiatutn iridis was given by Hueck. The processes in question 
are covered with epithelioid cells, continued from Descemet's mem- 
brane, but these cells do not stretch across the intet^als between the 
processes, so that the cavity of the aqueous chamber is prolonged 
into, and freely communicates with, cavernous spaces (spaces qf 
Fbntana) in the tissue between the processes. A similar, but rather 
larger, space is found slightly anterior to these in the substance of 
the sclerotic, close to its junction with the cornea. This, which is 
elliptical in section, is known as the sinus circtdaris iridis^ or catwl 
qf Schlemm. According to Schwalbe, the canal cf Schlemm com- 
municates through the other spaces with the aqueous chamber of the 
eye." 

Ciliejry muscle.— *' At the anterior part of the choroid, between it 
and the sclerotic, is a zone of plain muscular tissue, the ciliary 
muscle of Bowman. It arises by a thin tendon from the fore part 
of the sclerotic close to the cornea, between the canal of Schlemm 
and the spaces of Fontaua, and its fibres, spreading out, are directed 
backwards to be inserted into the choroid opposite to the ciliary 
processes, and partly further back. Near their insertion the fibres 
pass equatorially and inter-cross, so as to form peculiar stellate 
figures. According to Waldeyer, a small portion, the outermost, is 
sometimes inserted into the sclerotic coat^ These antero-poste- 
rior, or meridional and radiating Jibres, pass at the side next the 
iris into a ring of fibres, which have a circular course around the 
insertion of the iris. This set forms the circular ciliary muscle of 
H. MuUej, This circular muscle is much developed in hyperme- 
tropic eyes, but is atrophied, or may even, it is said, be absent in 
myopic (Ivanoff). The ciliary muscle, at least its inner part, was 
formerly described as the ciliary ligament. In birds the ciliary 
muscle is composed of cross-striped m\xac\x\ax ftbres^** 
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All the symptoms of glaucoma arise from an increased 
intra-ocular pressure due to an excess of the fluids within 
the eye. This excess may be caused by an over-secretion 
of the fluids, or by some obstruction to the natural out- 
flow of the fluids from the eye ; or possibly both these 
causes may act together in producing an increase of the 
tension of the globe. The normal exit of the fluids pro- 
bably takes place in the corneo-iridian angle of the 
anterior chamber, through the spaces of Fontana and 
Schlemm's canal, and iu the healthy eye an exosmose of 
the fluids from within the eye is constantly going on, and 
by it the proper tension of the globe is regulated. If 
from any cause there is a narrowing, or an obUteration, of 
this angle, the balance between the secretion and excre- 
tion of the fluids is disturbed, and the tension of the 
globe is increased. It is probable that in the cases of acute 
glaucoma which have come on suddenly, and have been 
apparently induced by some mental disturbance such as 
anxiety, great sorrow, or fright, that the ezosmotic area 
at the angle of the anterior chamber had been previously 
narrowed, or partially obliterated by some structural 
change, but not of sufficient extent to produce definite 
symptoms. In such cases the mental shock may have 
caused through the vaso-motor nerves a sudden increased 
intra-ocular blood pressure, and a consequent over-secre- 
tion of fluid within the eye : the area of excretion being 
blocked, rapid glaucomatous tension has come on, and 
with it the usual symptoms of an attack of acute glau- 
coma have been manifested. 

Mr. Brailey has kindly given me the following notes of 
his views of glaucoma : — *' Glaucoma is due to an increase 
iu the contents of the globe, which increase is usually in 
the vitreous chamber. The vitreous body is itself larger by 
an increase of the fluid in its meshes, andcontains more cell 
elements than normal. It pushes back the lamina cribrosa, 
causing absorption of the overlying nerve fibres, and pres- 
ses forwards the lens together with the ciliary processes 
and base of the iris. Should this last be so far advanced as 
to touch the mesh work of the ligament um pectinatum, it 
closes like a valve all access to Schlemm s canal, and 
prevents the outflow of the ocular fluids by this channel. 
Thus the tension is augmented by this obstruction, 
whereas it was in the first place due to increased secretion 
of the intra-ocular fluids, such being due almost enti^^V^ 
to increased activity of the pigmQii\.^V^\»tL<^\x\xcL^^^^\*^^ 
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ciliary body. This increased activity of secretion is due to 
an affection of the fifth nerve, and is frequently associated 
with neuralgia of some of its branches. This neurosis is 
attended with atrophy and formation of connective tissue 
in the ciliary body, iris and optic nerve. 

" Secondary glaucomas are mainly due to obstruction, 
and may depend on prolapse of the iris against the cornea, 
as after perforating nlcers ; or on exclusion of the pupil, 
or on swelling of the lens, as after wounds. 

'* Intermittent glaucomas are due to hyper-secretion 
alone. 

*' In glaucoma absolutum the changes began in hyper- 
secretion and ended in obstruction as above explained. 

Dr. Priestley Smith's opinions on glaucoma are em- 
bodied in the following notes which he has kindly given 
me : — " Glaucoma is the expression of obstructed filtration 
of fluid from the eye. The obstruction differs in different 
forms of the disease : — Frimai*y Glaucoma, — The imme- 
diate local cause is pressure of the ciliary processes against 
the base of the iris, and consequent compression of the 
angle of the anterior chamber. Any condition which brings 
the processes and the margin of the lens too near together 
constitutes a liability to ^aucoma ; any condition which 
brings them into close contact, and pushes the pro- 
cesses forwards induces the glaucomatous attack. The 
healthy lens continually increases in size with the advance 
of life, encroaching on the space which separates it from 
the processes, and on the aqueous chamoer: hence the 
increasing liability to glaucoma with advancing age. 
Chronic glaucoma depends chiefly upon structural dispro- 
portions, e,g,t a too large lens, or a too small globe. Acute 
glaucoma depends chiefly upon swelling ot the ciliary 
processes, and is excited by nervous and vascular disturb- 
ances of various kinds. When the angle of the anterior 
chamber is already dangerously narrow, dilatation of the 
pupil, by thickening the iris, may at once occlude it ; 
when such occlusion is recent, contraction of the pupil, 
by thinning the iris, may relieve it. Secondary glaucoma. 
The obstruction arises in various ways, but results in all 
cases in impaired filtration through the angle of the 
anterior chamber." 

Sclerotomy. — This operation was originated by Dr. 

Z>e Wecker, of Paris, as a substitute for iridectomy 

/or the relief of glaucoma. He periottaa >(?»» cr^^x^Uon. aa 
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follows : — Tlie lids beinjj separated by a spring specnlnm, 
and the eve steadied with a pair of forceps, ** a Graefe's 
cataract knife should penetrate the sclerotic very pre- 
cisely at a distance of one millimetre from the clear 
cornea, and then, the blade being held perfectly parallel 
to the plane of the iris, it should be passed very slowly in 
front of thi9 latter, so that the counterpuncture may fall 
also exactly at a distance of one miWimMre from the 
internal border of the cornea. If the blade be not held 
quite parallel with the plane of the iris, there is danger 
&at it may pass through the cornea, and that the scle- 
rotomy may De but half performed; or, if it be directed 
too deeply, it may come out through the sclerotic at an 
exaggerated distance from the cornea, may wound the 
ciliary bod^, and may provoke troublesome haemorrhage 
and irritative symptoms of an idarming kind. A com- 
plete curative effect should not be expected from scle- 
rotomy unless it is performed strictly lege artis; and, 
in oraer that this may be, it is necessary that the 
operator should have the proceeding at his fingers' ends. 
Tne section should be made by slow sawins movements, 
leaving exactly one-third of the flap undivided." He 
further says: **I do not confine myself strictly to the 
formation of a flap two millimetres hi^h, of which the 
middle third is left undivided, but, especially if the depth 
of the anterior chamber permit it, I form a flap of from 
three to four millimetres nigh."* 

The results of my experience of sclerotomy are, that it 
is a useful operation. 

1. In glaucoma occurring in eyes from which the lens 
has been removed. 

2. In the late stage of sympathetic ophthalmia where 
there is tension and pain. 

3. In cases of haamorrhagic glaucoma. 

4. In glaucoma occurring in eyes with a very high 
degree of myopia. 

S'or the acute glaucoma I much prefer iridectomy ; and 
in chronic glaucoma I think iridectomy aflbrds a better 
prospect of arresting the disease than sclerotomy. 

To Ascertain the Tension of the Globe the patient 
should be told to gently close his eyes and look down- 
wards whilst the surgeon places his two forefingers on the 

♦ Abstract from a Paper on Scl«XQtom'^,Vs\i^'^^^'S^^'fct\Ji.V^ 
iitdical Journal^ Nov. 22, 1879. 
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upper part of the eye, and by an alternating pressure 
with first one finger and then the other, as if feeling for 
fluctuation, he determines the degree of tightness of the 
globe. The tension of eyes varies considerably in different 
patients even in health; it is well, therefore, when de- 
ciding on the degree of tension of a diseased eye, to 
examine also the sound one so as to compare the two, 
as their normal condition may be either slightly above 
or below the usual standard of tightness. 

The following synabols were suggested by Mr. Bowman, 
in the British Medical Joumcd, October 11, 1862, for re- 
cording accurately the vaiying, degrees of increase and 
diminution of tension : 

"T represents tension (*t* being commonly used for 
* tangent,* the capital T is to be preferred) : Tn, tension 
normal. The interrogative, P marks a doubt, which in 
such matters we must often be content with. The 
numerals following the letter T on the same line indicate 
the degree of increased tension; or, if the T be preceded 
by — of diminished tension, as further explained below, 
alius: 

** T 3. Third degree, or extreme tension. The fingers 
cannot dimple the eye by firm pressure. 

"T2, Second degree, or considerable tension. The 
fingers can slightly impress the coats. 

"Tl. First degree. Slight but positive increase of 
tension, 

"T 1 P Doubtful if tension increased. 

•* Tn. Tension normal. 

** — T 1 P Doubtful if tension be less than natural. 

** — T 1. First degree of reduced tension. Slight but 
positive reduction ol tension. 

" — T 2 ) Successive degrees of reduced tension, short 

** — T 3 5 of such consiaerable softness of the eye as 
allows the finger to sink in the coats. It is less easy to 
define these by words." 

TBElETTliOUS IBIS — Iridodonosis — are terms ap- 
plied to an iris which trembles and vibrates with each 
movement of the eye. It is most frequently caused by the 
loss of the lens, and is thus occasionally seen after the ex- 
traction of cataract, or it may be proauced bv a partial 
or complete dislocation of the lens either into tne anterior 
chamber or vitreous. The iris is also generally tremulous 
ifl cp.8ea of L jdrophthalmos, omng \,o >iJaft \o^^ ol «^y^^ 
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of the lens from an increase in the size of the posterior 
aqueous chamber, and a stretching of the suspensory 
ligament. 

COIiOBOMA OF THE IBIS is a congenital deficiency 
of a portion of the iris, caused by an arrest of develop- 
ment in early foetal life. It usually occurs in the lower 
part of the iris, and is associated with a similar defect in 
the choroid. A case is reported by Mr. Hulke,* in which 
there was a coloboma of the iris, choroid, retina, and 
optic nerve-sheath. Coloboma of the iris most frequently 
occurs in both eyes, but it is not uncommon to find only 
one eye affected. It is occasionally associated with 
microphthalmos or congenitally stunted eyes. Mr. White 
Cooper has related the history of three children out of a 
family of seven, each of whom was afflicted with micro]>h- 
thalmos and coloboma of the iris in both eyes.t 



DISEASES OF THE VITREOUS HUMOUR. 

HITALITIS, or inflammation of the vitreous rarely oc- 
curs either as an idiopathic or a primary afi^ection. It is 
usually associated either with disease of the iris, the 
choroid, or retina, to which it is secondary. It may be 
induced by an injury, and especially the lodgment of 
a foreign body in the vitreous or the adjoining ciUary 
processes. 

The inflammation may be either simple or suppurative. 

In simple hyalitis there is a diffused haziness of the 
vitreous, with here and there small filmy opacities. These 
may be caused by portions of the connective tissue be- 
coming opaque, or by small effusions of lymph into the 
vitreous irom the neighbouring ciliary processes. When 
the hyalitis is due to the presence oi a foreign body 
within the eye, large masses of lymph will be frequently 
seen behind the edge of the lens projecting into the 
vitreous, whilst the rest of its structure is so turbid as to 
exclude the fundus of the eye from ophthalmoscopic view. 
If the inflammation is long continued, the vitreous loses 
its consistency, and becomes more or less fluid and reduced 



♦ Royal London Ophthalmic Hospital BAi^x\»,^0^»>cfic,>^.'5»R», 
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in bnlk. With this diminntion of volnme, detachment of 
the retina and shrinking of the globe are apt to occur. 

Suppuratiye hyalitis is met with in ophthalmitis and 
suppuration, of the globe. The effusion of pus may be 
often seen to commence in the ciliary region behind and 
to one side of the lens, but it soon diffuses itself through- 
out the whole of the vitreous. 

Treatment. — ^As hyalitis is seldom a primary affection, 
the treatment for it will be found under the heading of 
the diseases to which it is secondary. 

ISUQCJE VOIilTAKTES ; Opacities of the Vitreous, — 
Opacities of the vitreous, the result of disease, must 
be distinguished from the motes or muscas volitantes, 
which are perfectlv compatible with healthy eyes, al- 
though they are the source of much anxiety, and even 
of misery to the patient. Two varieties of muscaa — the 
transparent and the opaque — are commonly met with 
— and they occur mostly amongst myopic patients and 
those who use their eyes much for fine or close work. 

The transparent muscee are best seen when looking 
up in the light, or against a white surface through a small 
aperture in a card, or with the lids partially closed. They 
consist of numerous small transparent bead-like bodies, 
some of them hanging together in rows or in clusters, 
whilst others are floatmg as isolated circles in myriads 
before the eye. They do not obscure vision, as every- 
thing is seen clearly through them, or by their side. If 
the eyes are suddenly turned upwards and then fixed, 
they will be observed by the patient to float slowly down- 
wards, as if gravitating to the fundus of the globe. They 
are perfectly innocuous, and merely represent the corpus- 
cles of the vitreous and debris of cells, which in certain 
lights become obvious to the eye in which they exist. The 
dmerent shapes assumed by tnese transparent muscsB are 
caused by aggregations of the corpuscles either into groups 
or strings. 

Opaque muscad. — The second form of mote, which is 
often complained of, consists of one or more dark spots of 
different fantastic shapes, which are constantly floating 
before the field of vision, and shifting with the movements 
of the eye. They will appear suddenly, and remain for 
jresLTB without increasing or diminishing, or without the 
e^e becoming in any othet way affected. They will also 
disappear occasionally for moii\^ia ot \QTi^«t, ^lA \jckssti>. 
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torn np again in their old familiar form. This, perhaps, 
may be explained by supposing that the body of which 
the mote is composed floated oat of, and was for a time 
accidentally kept from, the fleld of vision, when, again 
becoming n-ee, it reappeared. The cause of these opaque 
muscas it is difficult to ascertain. They may be the debris 
of cells congregated together, or opaque detached filaments 
from the connective tissue of the vitreous, or a little of 
the pigment of the uvea which has been accidentally de- 
tached from the ciliary processes and worked its way into 
the vitreous. Bonders, in speaking of muscse volitantes, 
says : '* I succeeded in finding, on microscopic exami- 
nation, with Professor Jansen, some, and subsequently 
with Dr. Doucan, all forms in the vitreous humour of the 
human eye." He detected " pale cells and debris of cells 
in a state of mucine-metamorphosis ; fibres furnished 
with granules, and groups of granules with adherent 
granular fibres."* 

Treatment. — ^Best the eyes by abstaining from all 
close work, and avoid constantly looking for the muscae. 
If in bright lights they become visible without the patient 
searching for them, he should be provided with neutral- 
tint or dark cobalt-blue glasses. Tonicfi of quinine or 
iron frequently do good by improving the health, and 
rendering the eye and the mind of the sufferer less im- 
pressionable to little defects. !No local applications will 
be of any service for the getting rid of the true muscae 
volitantes. The patient should be assured that they are 
not portentous of coming blindness, and that they may 
continue for years vdthout causing any more than their 
present annoyance. Musccb must not be confounded with 
scotomata, which are fixed blind spots in the field of vision, 
dependent on a complete loss of sensibility of a portion of 
the retina. 

0FACITIE9 OF THE YITBEOUS are a frequent 
result of disease of the iris, choroid, and retina, and 
especiaUy of those affections which have a syphilitic origin. 
They may be due to infiammatory changes in the cells or 
connective tissue of the vitreous, or to small effusions of 
lymph, or to extravasations of blood. They are frequently 



♦ Bonders on the "Accommodation WiA. 'MiWiMvssi ^\ '^^^^^;' 
Bydenh&m Society^ p. 199. 
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associated with a general turbidity of the vitreous, but 
they may also exist in large nnmoers when that struc- 
ture is perfectly transparent, so that with the aid of the 
ophthalmoscopic mirror these opaque bodies may be seen 
floating in a perfectly clear medium. The opacities 
may assume a variety of forms resembling either grains 
of soot, dark threads, or membranous expansions. When 
they are numerous, there is usually great impairment 
of vision; but this is often as much due to the disease 
which has led to their formation as to the impedi- 
ment they offer to the passage of licht to the retina. 
Those which are placed deeplj in the vitreons create 
the most confusion by throwing their shadows on to 
the retina. 

Treatment. — Opacities of the vitreous must be treated 
by attacking the disease which has given rise to them. 
Those which have a syphiHtic origin, and are dependent 
on small plastic effusions, are more amenable to remedies 
than any of the other forms. For the filmy opacities due 
to hssmorrhage nothing can be done. In the course of 
time they will shrink considerably, and many of them 
will disappear from the field of vision. The dense mem- 
branous opacities, which greatly obstruct vision by floating 
in front oi the object, Von Graefe treated successfully by 
dividing with a fine needle, as in a capsular operation 
after cataract. 

SFABKIjING' STKCHTSIS — Synchysis sdntillans,'^ 
These euphonious titles have been given to the beautiful 
appearance which is presented by sparkling flakes of 
cholesterine floating in a fluid vitreous. They frequently 
abound in such quantities that they may be seen to descend 
in a perfect shower after every movement of the eye. With 
the ophthalmoscope the crystals of cholesterine look like 
chips of gold leaf, and make the vitreous closely resemble 
the liqneur called gold-water. The cholesterine is pro- 
bably derived from blood, which at some distant period 
had been effused into the vitreous. 

PLTJIDITY OP THE VITBEOTJS — Synchysis — is the 

beginning of the end of many of the diseases of the eye 

which lead to blindness. It may be due to ophthalmitis, 

or to inflammation of the iris, choroid, or retina. It is one 

of the terminationB of sympathetic ophthalmia, and is a 

frequent result of injuries of the eye ^iccoxo^m^ ^\3cl 
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deep or posterior intra-ocolar hsemorrliage. It also 
usually occurs in hydrophthalmos, and in most cases of 
general staphylomatous enlargement of the globe. In 
many diseases, fluidity of the vitreous with softening 
of the eye follows increased tension: it is so in sym- 
pathetic ophthahiiia, and in irido-choroiditis, and fre- 
quently also in glaucoma. It then indicates that the 
disease has done its worst, and atrophy of the tissues 
within the eye has commenced. A fluid vitreous does 
not necessarily imply a soft eye; the ^lobe may in 
certain cases be of its normal tension, or it may be even 
glaucomatous and have its hardness increased. A soft 
eye, however, usually indicates a fluid vitreous, unless the 
diminution of tension has been caused by a recent escape 
of vitreous from an injury. Although a loss of con- 
sistence of the vitreous is commonly produced by some 
inflammatory disease, yet it may occur in eyes which 
have never suffered from an inflammatory affection and 
which still retain very fair sight. Such eyes, however, 
are prone to the early formation of cataract, and to 
detachment of the retina. This fluid state of the vitreous 
is frequently met with in extreme myopia associated with 
large posterior staphyloma, and in cases of cataract 
coming on in young people without any assignable cause, 
but probably due to defective nutrition arising from some 
constitutional ailment. 

A loss of vitreous occasioned by some penetrating 
wound is rapidly replaced by aqueous. Fresh vitreous is 
never generated. If the amount lost be small, no ill 
effects may follow, as sufficient aqueous will be kept 
secreted to s apply its place ; but if the escape of vitreous 
be large, the eye usually suffers. For a while the globe is 
plumped out by aqueous, but the supply after a time 
fails to meet the demand, and the eye nrst becomes soft, 
then shrinks, and ultimately all sight vanishes. 

FOBEiaN BODIES IN THE YITBEOTJS.-j-A foreign 
body may be lodged in the vitreous and remain there tor 
a long period provided it does not exert any injurious pres- 
sure on any of the other parts within the eye. The 
danger is, that with the motions of the globe its position 
may be shifted, and falling to the fundus may then 
excite a dangerous inflammation, which may lead to 
destruction of the other eye from ^ys^^^JCassSosJi. ^ssjc>=- 
thalmia, 
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Treatment. — If the Foreign Body can be seen, an on- 
deavonr should be made to remove it. (See Article 
"Foreign Bodies within the Eye.") 

HJEMOBBHAG-E INTO THE VITItEOTJS may take 
place, — 1, from rupture of some of the vessels of the 
ciliary processes; 2, from choroidal haemorrhage, the 
blood breaking through the retina and becoming extra- 
yasated into the vitreous ; or, 3, it may ensue from the 
rupture of a retinal vessel, but this is rare. 

Sudden and spontaneous heemorrha^e from the ciliary 
vessels or from the vessels in the anterior portion of the 
choroid occurs occasionally in young and middle-aged 
persons. It is sudden in its attack, and very liable to 
recur. The symptoms are sudden loss of sight, in some 
cases partial, in others complete. If the pupil be dilated 
with atropine, a blood clot may be seen either between 
the lens and the ciliary processes, or behind the lens and 
lying upon the front of the vitreous. In the latter class 
of cases some of the blood will generally find its way into 
the vitreous, and will then be seen with the ophthalmo- 
scope as dark floating masses. 

The prognosis in these cases is much more favourable 
than in retinal haemorrhage; when the blood clot is 
anterior to the lens, the recovery is usually almost com- 
plete, but when the blood has been extra vasated into the 
vitreous, although the patient may regain much of his 
lost sight, yet the recovery is slow. The unfavourable 
point in these cases is the habiHty to recurrence, as after 
each attack the eye becomes more damaged, and if the 
recurrences be frequent or severe, the sight may be 
destroyed. 

Blood effused into the vitreous is but slowly absorbed. 
If the clot be small, it gradually loses its colouring 
matter, and shrinks, and anier a few weeks or months it 
is seen with the ophthalmoscope either as a small dark 
mass, or as floating filaments in the vitreous. If, how- 
ever, there has been much haemorrhage, loss of the eye is 
certain to follow. To allow the blood to be extravasated, 
the hyaloid has to be ruptured, and wherever the blood 
forces its way, it breaks down the texture of the vitreous. 
From this mutilation of structure the vitreous does not 
recover ; it atrophies, loses its consistence, and becomes 
Etdd, The blood clot softens and is gradually dissolved, 
and its colouring matter stama t\iQ ^\vo\^ Qi \3ckfc ^^\i 
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which occapies the vitreous space to a yellow or brownish- 
yellow tinge, which colour may last for years. The mis- 
chief, however, does not end here : for, as the vitreous 
becomes fluid, it diminishes in bulk ; and the retina, 
losing the support which it had received from the healthy 
vitreous, falls forward and becomes detached. 

Treatment. — Eest to the e^res by abstaining from read- 
ing or close work, and the avoiding of stooping positions. 
If there be pain the lot. atropisB (F. 39) may be used, or a 
fold of lint wet with cold water may be laid over the 
closed lids. The medicines from which I have seen the 
most beneflt have been the liquid extract of ergot (F. 72) 
and the iron alum (F. 88), given twice a day and continued 
for some weeks. The bowels should be kept regular, and 
a saline purgative given once or twice in the week if there 
be any tendency to constipation. 



CHAPTEB IV. 

DISEASES OF THE CRYSTALLINE LENS. 

CATARACT is an opacity of the lens. In the great 
majority of cases the opacity is Confined to the lens sub- 
stance, the capsule remaining transparent. 

Capsular Cataract is the term used when the 
opacity is apparently limited to the lens capsule. 

Capsulo-lentioiLLar Cataract is when there is 
opacity of both the lens and its capsule. 

CAUSES OP CATARACT. — ^Whatever interferes with 
the due nutrition of the lens tends to produce cataract. 

a. It may occur from old age ; it is then one of the 
results of senile decay, and has oeen rightly called *^ senile 
cataract." 

iS. It may be dependent on a constitutional disease in 
which the general nutrition of the body fails, as in dia- 
betes. This form is recognized as a " diabetic cataract." 

y. It may be due to disease of the deep structures of 
the eye, the choroid and retina, to which it is indeed 
secondary. This class is distLn^ui&bkft^ ^^ '* ^^^<5k\i§issx^ 
cataract. * 
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d. It may be produced by injury, and it is then termed 
" traumatic cataract." 

€. Lastly, it may be congenital, or infantile. 

CATAJtAOTS may be divided primarily into two great 
classes — soft and hard cataracts. 

I. SOFT CATAJtAOTS may occur at any period 
between infancy and thirty or thirty -five years of age. 
They may be congenital, or they may be aependent on 
one or other of the causes already related ; the consistence 
of the cataract being mainly determined by the age of the 
patient. 

CONGENITAL AND INFANTILE CATARACTS. 

THE CONOENITAIi CATAJtAOT, as its name implies, 
is a congenital defect, and differs from the infantile 
cataract which comes on after birth. Congenital cataracts 
are usually shrunken opac^^ue lenses in eyes which are 
below the normal standard m size. They are fre(}uently 
associated with nystagmus or involuntary oscillations of 
the globe,* and occasionally with congenital deficiencies, 
such as microphthalmos or small ill-developed eyes ; or 
with a stunted Dodily growth ; or occasionally with mental 
impairments, varying from slight imbecility to idiocy. On 
the other hand, it is only right to say that I have seen 
congenital cataracts in well-grown patients, with good 
mental and bodily development. 

THE INEANTHiE CATARACT comes on after birth, 
and occurs in well-developed eyes. It is usually discovered 
during the early years or infancy, and is frequently asso- 
ciated with infantile convulsions. 

There are two kinds of infantile cataract, each of which 
requires to be specially noticed — the " lamellar" and the 
" cortical" 

Iiamellar Cataract. — ^This form presents a peculiar 
and characteristic appearance. Within the lens there is 
seen a central opacity surrounded by a transparent mar- 
gin, in which are occasionally a few strisa and opaque 
specks. The central nucleus and the superficial lamella 
of the lens are clear, and between these is a layer of 



* See article on "Involuntary OBcVlUUoTiB ol\k^ (iVibe:' 
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opaque matter of a uniform density, which constitutes the 
cataract. This is the usual form of infantile cata- 
ract. The sight is always more or less dim, and this 
defect is often attributed to myopia, as, to increase the 
size of the retinal images, the cmld holds his book dose 
to his eyes. When the circumference of the lens is clear, 
the sight is improved by sHght dilatation of the pupil, as 
in reading with his back to the light. Mr. Jonathan 
Hutchinson has shown that lamellar cataract is generally 
connected with an imperfect development of the enamel 
of the teeth. He says, " It is wholly diiferent from that 
met with in congenital, syphilis, and consists not so 
much in alteration of the form of the teeth as in defective 

development of the enamel.*' "The incisors, the 

canines, and the first molars are the teeth wluch suffer 
most ; and as a rule, with but very few exceptions indeed, 
the bicuspids escape entirelv. The contrast between the 
clean, white, smooth enamel of the latter, and the rugged, 
discoloured, spinous surface of the first molar, is often very 
striking. The first molars may, indeed, be counted as the 
test teeth as regards this condition ; just as the upper 
central incisors are in that which is due to syphilis. In 
these teeth it occurs equallv in both jaws. They are 
sometimes affected when aU the other teeth escape, and I 
believe they never escape when the others suffer.*'* 

The Cortioal Cataract is where the opacity com- 
mences in the margin of the lens, and is seen as opaque 
striae running from its circumference towards its centre. 
In the early stage of this form of cataract, the interme- 
diate spaces are clear, and through them the fundus of 
the eye can be examined with the ophthalmoscope ; but 
patches of cloudiness or opaaue dots soon appear in 
different parts of the lens, ana these gradually diffuse 
themselves and ultimately render the whole opaque. 
This form of cataract is rare in infancy. 

Treatment— 1. of Congenital Cataract. — If there 
is a small shrunken lens, consisting chiefly of opaque 
capsule, and with but little lenticular matter, the 
best plan is, having dilated the pupil with atropine, to 
make an opening well within the margin of the cornea 
with a triangular iridectomy knife, and through the 
wound to introduce a pair of iris forceps and seize the 
shrunken lens and draw it out. 
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If there should be any prolapse of the iris, it is better 
to snip it off with a pair of scissors than to return it. 

If tne lens should not be much shrunken, and there 
is evidently some lenticular matter, then an operation 
for solution or linear extraction may be performed. 

2. Infantile Cataract. — In those cases in which the 
opacity is central, and the margin of the lens clear, and 
where there is reason to hope that the cataract is not 
progressive, an artificial pupil may be made either by 
a small iridectomy (page 99) or by a broad needle and 
Tyrrell's hook (page 101) opposite to that portion of the 
inner margin of the lens wnich is transparent. Good 
sight is often thus secured, and with less risk than that 
which accompanies the removal of the lens by solution. 
The patient sees through the margin of his own lens, 
and is able to use his eyes without the aid of cataract 
glasses. It should be remembered that in after years, 
when the whole lens becomes opaque, another operation 
will be required for its removal. 

The operations which are suited for lamellar or other 
forms of soft cataract are — 

1. Solution and absorption of the lens. 

2. Linear extraction. 

3. The suction operation. 

OPERATION BY SOLUTION — Keratonyxia — consists 
in breaking up with a fine needle the central portion of 
the capsule of the lens, so as to freely admit the aqueous, 
and allow it to exert its solvent influence on the lenticular 
matter. A description of this operation is given at page 
141, under the heading of " the first stage of the opera- 
tion of linear extraction," the only difference being that 
the lens substance should not be quite so freely com- 
minuted. The precautions which are there given, both 
Srior to and after the oi>eration, with reference to the 
ilatation of the pupil, must be rigidly followed. Occa- 
sionally one needle operation will suffice, but generally it 
has to be repeated two or three times before the whole 
of the lens is absorbed. The intervals between each 
operation must be regulated by the progress of the case ; 
from three to six months is the time which is usually 
required. If after one of the needle operations the 
swollen lens should press injuriously on the iris and 
produce symptoms of irritation, the second stage of 
linear or suction extraction, page 14^> a\iOX3X^\i^ ^\» QxiftQ 
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performed, and the lens, or what remains of it, be re- 
moved. 

This method of dealing with a congenital or soft 
cataract is undoubtedly the safest of all the operations, 
and I believe the results on the whole are the most satis- 
factory. It presents, however, these difficulties : the 
process of the absorption of the opaque lens occupies a 
long period, and it is essential for the safety of the eye 
that the patient should continue during that time under 
the supervision of the surgeon. 

lilKEAB EXTBACTIOK OF CATABAOT.— The 

operation known as Gibson's, from the late Mr. Gibson 
of Manchester, having first suggested and per- _ 
formed it, is now recognised and practised *^^*24- 
with some slight modifications, under the name 
of linear extraction. 

It is well adapted to a large majority of the 
cases of soft cataract, but it is an operation 
which requires great care and great delicacy 
of manipulation. 

Prior to performing the operation, the pupil 
should be fully dilated with atropine, so that 
the whole of the lens may be under the observa- 
tion of the operator, and the iris may be drawn 
away as far as possible from the chance of injury. 

Tne operation may be divided into two stages. 

The first stage of the operation is to break up with 
a fine needle (Fig. 24} two-thirds of the anterior capsule 
of the lens ; and by carefully moving the needle through 
the soft lenticular matter, so to comminute it that every 
portion of it may be brought in contact with the aqueous. 

Great care must be taken not to injure the posterior 
layer of the capsule of the lens, as by so doing the hya- 
loid membrane would be ruptured, and the vitreous 
mixing with the particles of the lens would materially 
interfere with the due action of the aqueous humour on 
them, and also render more difficult the second part of 
the operation. 

The difficulties which may beset this stage of the 
operation are — 

1. The lens-capsule may be so tough that the point of 
the needle will puncture but not lacerate it, and all 
attempts to tear an opening \vill cm\7j ^wvafe *OvNa\^«i:^\*:i 
shift about before the pieBSxix^ ol \>dl'^ xslrr^^ -^-isiass^ 
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making any sxifficient rent in the capsule. In such a 
case two needles should be used. The first needle should 
be introduced through one side of the cornea into the 
centre of the lens-capsule so as to ^x the lens, whilst the 
second needle is passed through the opposite side of the 
cornea and made to penetrate the capsule at the same 
spot at which the first needle entered. The points of the 
two needles should now be drawn apart, and thus a free 
opening may be torn in the capsule without exerting any 
strain upon the suspensory ligament of the lens. 

2. The central portion of the anterior capsule of the 
lens may be chalkjr or semi-opaque. When this is the case, 
the needle which is used to break up the lens substance 
should before its withdrawal from the eye detach the 
semi-opaqae portion of capsule. A free opening should 
then be made with a broad needle in the cornea at a point 
corresponding with the pupillary edge, and with a pair 
of iris forceps the semi-opaque capsule should be seized 
and drawn out of the eye. 

After the operation, the patient should be kept in a 
darkened room, but not in bed, and a solution of atropine 
of the strength of gr. 2 ad aqu83 J 1 should be dropped 
into the eye twice a day. 

The second stage of linear extraction consists in 
removing the broken-down lens through a small linear 

Fig. 25. 




opening in the cornea. Before it is attempted, if nothing 

has happened since the first operation to necessitate its 

immediate performance, sufficient time should be allowed 

to elapse for all the transparent pox^oiift of tive lens to 
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become opaque, and somewliat macerated by the aqueous. 
From three to six days will be about the time required 
for the desired changes to take place, but much depends 
on the condition of the cataract at the time of the 
operation, and upon the extent to which the capsule has 
been torn, and the lenticular matter broken up. 

The pupil being widely dilated with atropine, an opening 
is to be made in the cornea with a broad needle (Fig. 26) 
at a point just external to where the pupillary margin of 

the iris is seen. Instead of insert- yiq, 27. 
Fig. 26. ing the needle through the cornea 
directly from before backwards, 
it should, as Sir W. Bowman has 
suggested, be made to pass ob- 
liquely inwards through the la- 
mella) of the cornea, as is repre- 
sented in Fig. 25. The aperture 
thus made will be valve-shaped, 
the object being, that the curette 
in and after its introduction shall 
not press at all upon the iris. 

A sufficient opening having been 
made, the curette (Fig. 27) is next 
to be introduced, and this should 
be done with a gentle lateral 
motion. The eye being still held by the surgeon with a 
pair of forceps in the most convenient position, the 
curette is moved gently from side to side, pressing slightlv 
on the mouth of the wound to permit the aqueous with 
the softened lens to flow down its groove. When the 
largest portion of the lenticular matter has escaped, small 
opaque pieces will occasionally be seen which have not 
flowed away in the stream ; these may be followed by the 
curette, and on the point of it being dipped beneath them, 
they will also escape along its groove. All the move- 
ments of the curette must be conducted with the greatest 
caution, as it is essential that the posterior capsule should 
not be broken. When this accident happens, the opaque 
fragments of lens become entangled in the vitreous, and 
no further attempt should be made to remove them. 

The lens having been removed, or as much of it as wall 
readily flow away, the patient is to be sent to bed in a 
darkened room, and the pupil is to be kept under the in- 
fluence of atropine. 
When it is deemed ad.V\B^\^ V> ei^jt^jc^* ^ ^^V^» ^^^iwsc^^^ 
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« 

I mnch prefer the ''linear extraction" to a suction 
operation. 

EXTSAOTION OF SOFT CATARACT BT SUC- 
TION. — ^Tliis method of removiDg a soft cataract was 
reintroduced by Mr. T. Pridgin Teale, jun., of Leeds, who 
suggested the operation, and performed it with success in 
December, 1863, on a young man who had a traumatic 
cataract. 

The extraction of the lens by suction may be completed 
in one operation, but my own feeling is that it is better, 
as a rule, to divide it into two stages. The first st^ge 
is the same as the preliminary needle operation for linear 
extraction describcKl at page 141. Two, three, or four 
days having elapsed, the second stage or suction part of 
the operation may be performed, ana the whole lens, now 
opaque and diffluent, will be readily drawn through the 
tubular curette of the instrument. 

The seoond stage, or the suction part of the 
operation, may be performed as follows: — The pupil 
having been previously fully dilated with atropine, an 
opening is made in the cornea with a broad needle imme- 
diately within the pupillary margin of the dilated pupil, 
sufficient in size to allow of the easy entrance of the tuou- 
lar curette. A delicate manipulation of the instrument 
is required to move it from pomt to point, so as to place 
the open mouth of the curette in tne most favourable 
positions for sucking in the lens matter without in any 
way injuring the iris. The suction power must be care- 
fully regulated by the operator, who is able to arrest it 
instant^ if necessary. 

Li the suction instrument made by Messrs. Weiss of 
the Strand (Fig. 28), the suction is obtained through a 
delicate metal syringe placed at one extremity of a glass 
tube, which is fumisned at the other end with a tubular 
curette, the aperture of which is countersunk. The 
syringe is so contrived, that with one hand the piston 
can 1^ worked, and the movements of the curette within 
the eye guided, whilst the oilier hand is left free to fix the 
globe with a pair of forceps. 

In the instrument devised by Mr. Teale, the suction 
power is applied by the mouth of the operator. It con- 
sists of a glass tube, to one end of which is fastened a 
tnhnlar curette, whilst to the other extremity is attached 
a piece of india-rubber tubing 'ml\i «i. ^^^a^ TDLCi^xtlL•^\Q<5Q, 
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IL HABD CATABA.CTS 

are characterized by a firm 
nncleua, and maj occqt at any 
period of life after thirCy-five 
or forty years of age. Both 
eyes are usuallj afl^ted, but 
not simultaueoaBly. In the 
majority of caaea the cataract 
commencea in the left oye, 
and in its snbseqaent pro- 
grsHs keeps in advance of the 
cataract m the right. There 
are different forms of hard 
cataracts, which are diatin- 
euished from each other— 1, 
by the part ot the lene in 
which the opacity begma; 2, 
by its (raneral appearance ; 
and 3, by the age of the 
patient, 

Ifuolear Cataracts are 
those in which the opacity 
commences in the nucleus, 
the marginal portion of the 
lens remaining for a time 
transparent. 

Striated CatarastB. — 
The opacity first shows itself 
in opaqne lines in the cor- 
tical anoatance of either the 
anterior or posterior sarface 
of the lens, or in some cases in 
both simnltaneonsly. These 
Btris radiate from the ci> 
cnmference towards the 
centre of the lens. 

Blaok Cataracts.— There 
are two classes of cataract 
to which the name black baa 
been given — 1, to the hard 
opaque senile lenses, in which 
the nndens has acquired an 
eieeptionsJly dart reddish- 
brown colour 1 2, to those 
rare cases in which a lena 
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with commencing cataract has become darkly stained 
with hssmatine from some prior extravasation of blood 
into the aeneous chamber. Dissolved in the aqueous, 
the hssmatme has permeated the lens capsule and been 
deposited in the lens substance. 

Senile Cataracts usually occur from fifty to fifty-five 
years of age. They may be either nuclear or striated. They 
vary greatly iu consistence, but are always distinguishea 
by the presence of a distinct firm nucleus. In some cases 
the nucleus is small and hard, with a good deal of soft 
cortical matter surrounding it ; in other patients the nu- 
cleus is large, hard, and amber-coloured, and with scarcely 
a trace of cortical substance. Lastly, there is a third class 
of senile cataracts, in which there is a small or medium- 
sized nucleus surrounded by an opaque but fluid cortex. 

The progress of hard cataracts is very variable. 
In one patient its formation will be very rapid, whilst in 
another it will take many years before the whole lens 
becomes opaque. A^in, it may be slow in the early stage, 
but develop itself quickly in the last. 

Treatment of hard Cataracts. — ^As a rule it is 
wise to postpone an operation for the extraction of a hard 
cataract until the whole lens is opaque. This may be 
always conveniently done when one eye only is affected; 
but it often happens that the cataract is slowly advancing 
in both eyes, and the sight has become so far dimmed as 
to prevent the patient following the business on which his 
daily bread depends. In such a case the patient cannot 
afford to wait, and one of two courses may be pursued. 

1. The lens may be removed from one eye by an extrac- 
tion operation with iridectomy, see p. 152. H some soft 
cortical matter remains behind, the pupil must be kept 
dilated with atropine after the section has united. 

2. Before attempting any operation the surgeon may 
tear through the central portion of the lens capsule with a 
fine needle, so as to admit freely the aqueous to render 
opaque the transparent portions of the lens. The patient 
snouid then be placed for a few days in a darkened room 
and the pupil kept under the influence of atropine, so as 
to ward off any of the inflammatorv effects which prick- 
ing a hard lens will sometimes produce. When all irrita- 
tion has subsided, the opaque lens may be extracted by 
the operation the surgeon may select. 

When both eyes are affected with cataract, the two 
operaUona /should nefoer be petioxm^ «^t th^ ^ame time. 
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The risk is too great. Some accidental cause, which ou 
a future occasion might be averted, may influence the 
patient unfavourably, and both eyes may be lost. No 
operation should be done on the second eye until the 
result of the first has been decided. 

For the extraction of a hard cataract one of the follow* 
ing operations may be selected ; — 

FLAP EXTBACTIOK OFEBATIOK FOB OATA- 
BACT. — ^The principle of this operation is to make a sec- 
tion of the cornea oi such a size as will admit of the easy 
exit of the lens. The incision should be confined through- 
out its extent to the true corneal tissue. The patient 
should lie on a couch with his head slightly raised, and 
the operator should stand behind. If he is ambidextrous, 
the knife should be held in his right hand for the riffht 
eye, and in his left for the left eye ; but if he is unable 
to work with his left hand, he must stand in front of 
the patient, and make the corneal incision in the left eye 
with his right hand. 

Operation. — First Step. — ^The upper lid is to be raised 
by the index finger of the operator, and maintained in this 
position by its tarsal margin being pressed slightly against 
the edge oi the orbit, whilst the pulpy end of his mid(De fin- 
ger is placed against the sclerotic on the inner 
side of the globe, to prevent its rolling inwards ^^®* ^^' 
before thepoint of tne knife has transfixed the 
cornea. The lower lid is to be drawn down 
by one finger of the assistant, with which he 
presses it against the malar bone, so as to 
avoid making any pressure on the eye. The 
point of a Beer's or Sichel's knife (Fig. 29), 
with its edge upwards, is now made to enter 
the cornea, just within the corneal margin, 
and at about the level of the centre of the 
pupil. The blade is then thrust steadily on- 
wards across the anterior chamber in front 
of the iris, until its point transfixes the cornea 
at a spot corresponding to that at which it 
entered. The section is to be completed slowly 
in the withdrawal of the knife, the edge of 
which is to be directed slightly forwards as it 
cuts its way out. A too rapid completion of 
the incision is apt to be followed by a^ «>^^%- 
modic contraction of the mu&d<^^ qS. ^^ ^i^ 

1.^ 
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with an escape of the lens, and very probably of a part of 
the yitreoQs also. 

When there is much spasm of the ocular muscles or 
straining .on the part of the patient, it is often wise to 
draw out the knife before quite finishing the section, and 
thus leave a small bridge of cornea to be cut through with 
a small secondary knife (Fig. 30), after the capsule has 
been opened. 

The second step of the operation is to te^r 
through the anterior capsule of the lens. The patient is 
told to look downwards at his hands or his feet, so as 



Fig. 80. 



Fig. 31. 



Fig. 32. 




to expose fully the corneal wound, through which the 
ordinary pricker, or Graefe's cystotome (Figs. 31, 32) 
is then mtroduced sideways, and the capsule &eely 
opened. 

The third step is the evacuation of the lens through 
the corneal section. The patient is again directed to look 
towards his feet, when the operator places the point of 
his finger on the upper eyehd, and presses gently on the 
globe, whilst he applies the side of the curette (Fig. 27) 
along the lower lid, through which he exerts a steady 
pressure on the eye, which, if necessary, is so regulated 
as to alternate with that being made by the finger above. 
As the lens begins to escape through the wound, the pres- 
sure on the globe must be relaxed; and in many cases, 
jast before its expulsion is completed, it must be entirely 
removed, as the too rapid exit oi tliQ\en[i'& \» o^u ^A<»^m- 
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panied bj an escape of vitreous. After the operation is 
completed, and before finally closing the lids, one or two 
drops of gutt. eserisd (F. 18) should be dropped into the 
eye. By contracting the pupil it tends to prevent pro- 
lapse of the iris. 

ACCIDENTS WHICH MAY HAPPEN IN THE 
COXTBSE OF THE OPEEATION. — a. The aqueous 
may escape too soon, so that the iris may fall in front 
of the knife. When this happens the operator should 
press .the cornea gently agamst the blade with one 
of his fingers, whilst at the same time he continues 
the section with the edge of the knife turned slightly 
forwards. By this manoeuvre the iris will often be 
made to recede, and the section be completed without 
cutticg it. 

/3. The section maybe too small. When this is the 
case, the incision should be enlarged with a secondary 
knife. 

y. The vitreous may escape before the lena This 
may be caused by the* incision being carried into the 
sclerotic, or from the straining and struggling of the 
patient. When this casualty occurs, all pressure on the 
eye should be at once released, and the lens should be 
withdrawn from the eye, if possible, in its capsule, by 
one of the spoons (Figs. 33, 34) used in the traction opera- 
tion for cataract. 

d. Deep intra-ocular haemorrhage may occur. This is 
the most fatal accident which can happen; the eye is 
always irrecoverably lost. It most frequently occurs in 
eyes which are glaucomatous, or otherwise previously 
diseased. The bleeding usually takes place from between 
the choroid and sclerotic. (See Article HiEMoaimAGE 
BETWEEN Choroid and Sclerotic.) 

THE TRACTION OPEEATION FOB CATARACT 

was first suggested by Yon Graefe for those forms of 
traumatic cataract where the nucleus was too dense to 
be easily removed by linear extraction. His assistant, 
Dr. Schuft (now Waldau) extended the application of 
this operation to cases of ordinary cataract, and designed 
a series of scoops for the drawing out of the opaque 
lens from the eye. His description of the operatiQni& 
published in the Boyal Loudon O^VltLtto^^i ^oi^^-^^s^ 
Iteporta, vol. iii. page 159. T\v^ oHi\^Ck\. ^i XJaa ^^x^iioLW^ 
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making any sufficient rent in the ca| 
case two needles shoald be used. The 
be introduced through one side of the. 
centre of the lens-capsule so as to fix 
second needle is passed through the op] 
cornea and made to ]>enetrate the ca] 
spot at which the first needle entered, 
two needles should now be drawn apart» 
opening may be torn in the capsule withi 
strain upon the suspensory ligament of 

2. The central portion of the anterior 
lens may be chalky or semi-opaque. Whenj 
the needle which is used to break up the 
should before its withdrawal from the 
semi-opaque portion of capsula A free 
then be made with a broad needle in the < 
corresponding with the pupillary edge, 
of iris forceps the semi-opaqae capsme 
and drawn out of the eye. 

After the operation, the patient should^ 
darkened room, but not in bed, and a soli " 
of the strength of gr. 2 ad aqusd J 1 sh< 
into the eye twice a day. 

The second stage of linear exti 
removing the broken-down lens through 

Fig. 26, 



opening in the cornea. Before it is attempi 
has happened since the first operation to 
Immediate performance, sufficient time shoi 
to elapse for all the transpaxent "]^oxt\oTi« 
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by gently introducing the traction instrument through 
the wound, usini? scarcely any perceptible force, but 
urging it onwards by one or two sHglit lateral move- 
ments, directing it at the same time first a little back- 
wards, so as to insinuate its extremity between the pos- 
terior surface of the lens and its capsule, and then 
downwards and slightly forwards, allowing it almost 
by its own weight to follow the posterior curvature of the 
lens. Having secured the lens within its grasp, the in- 
strument is to be gradually withdrawn, sligntly depress- 
ing its handle during this movement, so as to draw the 
lens with it out of the eye. If the whole lens, as occa- 
sionally happens, is brought out with the first with- 
drawal of the instrument, the operation is completed. 
Generally, however, some soft lenticular matter is left 
behind, and sometimes some fragments of the nucleus 
which have become detached. A cataract spoon must 
now be reintroduced to bring away the lens matter which 
remains. 

This operation is seldom performed except in cases of 
dislocation of the lens, when it is generally desirable to 
extract the lens in its capsule with one of the traction 
instruments. 



fl 



aitA£FE*S MODIFIED LINEAR Fio. 37. 
EXTBACTION.— The principle of 
this operation is the extraction of 
the lens through an almost straight 
opening, the arc of a large circle made 
in the sclerotic close to the margin of 
the cornea. 

The lids should be separated b^ a 
stop-speculum, and the globe steadied 
by a pair of forceps in the left hand 
of the operator, with which he takes 
hold of the conjunctiva and deep 
fascia at a pomt just below the 
centre of the cornea. The point 
of a fine knife (Fig. 37) is then 
inserted at A Fig. 38, about \"' from 
the ma rgin of the cornea ; it is first 
to be directed towards C, so as to 
extend slightly the inner wound, and 
when it has fairly entered the anterioT 
chamber^ it ia to he turned upyrax^La 



Fig. 38. 
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to B, where the connter-ptinctare ia made. The blade is 
now pushed on a little way in the scleral plane, and 
then being turned steeply forwards, it should cut its 
way out. The section should be completed in the with- 
drawal of the knife. The length of the incision must be 
proportioned to the size and density of the lens. A small 
iiap of conjunctiva is generally made with the sderotio 
section. 

A portion of iris is next seized with the iris forceps and 
cut off, taking care that no ends of it are left in the 
edges of the wound. The lens-capsule is then opened 
with the cystotome; and fuially the lens is made to 
escape through the scleral incision by one of the methods 
described at page 153. 

The objections to Grraefe's operation are, from the 
incision being made in the sclerotic,. there is a tendency 
to produce sympathetic ophthalmia in the other eye, a 
calamity I have known happen several times. There is 
also a ^eater risk of loss of vitreous than when the 
section is made either in the cornea, or through the 
comeo-sclerotic junction. 

The operation which I perform, when the patient is 
able and willing to take an aufesthetic, is the following : — 

The speculum having been introduced between the lids, 
and the eye fixed by seizing a small fold of the conjunc- 

Fio. 39. 




tiva near the mar^n of the cornea with the fine-toothed 

forceps, the section of the cornea is made with a 

Graefe's knife (Fig. 37), the pcnnt of which should enter the 

margin of the cornea on a level with the upper edge of 

the pupil, as represented in Eig. ^^. 1 ^x^^x \ft <i«\i&afe 
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the aaction to the cornea, and not to trespass on the 
Bclerotic. 

A and B in Fig. 39 ahow the points of entrance and exit 
of the knife in iae incision. A piece of iris is then to be 
seized with the iris forceps, and bein;; drawn ont of the 
wonnd, remored with one anip of the soisHors. The 
capaule is nert opened with the pricker, 

FiQ. 1)3. 



The last atep in the operation is to expel the lena from 
the eye through the corneal wound. Thia ia facilitated 

1. The method I prefer ia to preas with the cnrette 
slightly against the sclerotic edge of thewonnd, ao as to 
canae it to gape, whilst a sliding upward presaareia made 
against the lower edge of the cornea with the back of the 
tortoise-ahell apoou. (Fig. 40.) 

2. If the eye ia turned much upwards, the globe may 




Kg, 41 flhowa how the knife is held doring the si 
tion of catarftct. The bandle neiir the Wade resta on the 
Bide of the Bitremitv of the middle fiDEer. BDd neainat the 
end of the ring fiogcr. the end of the Ihnmb BteadjiDg the 
handle from above. In the woodcut, the Q^jfcVat >a «m>-_ 
poBed to be behind the lie««lot ft 
on the right eye. 
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be drawn downwaida wil^ the fixing forceps, and at the 
same time an upward preBsnie be made gainst the lower 
edf^ of the cornea with the tortoise- aheil spoon. 

3. If preferred, the method recommended in the Article 
on Flap Extraction of Cataract maj be adopted. 

The lids are now to be closed with a single narrow strip 
of adhesive plaister placed across their margins, and ths 
ctitaract bandage applied. 

When, from anj caase, the anffisthetio is not given, I 
perform a flap extraction, but make the corneal section 
with a Qraefe's knife. (See Flap Extraction, p. 147.) 
The section made with a Groefe's knife is the arc of a 
larger circle than that made with a Sichel's, and is leas 
of a flap. No specnlnm nor fiiinf; forceps are required, 
and no iris is excised. The operation is thus made with 
bnt little Bnfiering, and the danger of loss of self-control 
on the part of the patient, as far as possible, avoided. 

I prefer it to Liebreicb's operation, as the section ia 
entirely within the cornea. The cases best snited for 
this operation are senile cataracts in thin, wiry patients, 
who have rather deep-set eyes, and who possess good 
control over tbeir emotions. 

IiIEBSEICH'S OPESATION FOR OATABACT.— 

The following is Dr. Liebreicb's description of his openi- 

" The incision of the cornea is to be made with the 

sm^est possible Groefe's knife in the follovring manner .- 

" Pnnctnre and contta-pnnotnre are made in the sdero 

Pio. 42. 




tieaboat one millimetre beyoni the oomea, the whole re- 
maiaiag incision paanng witb & -verj b^\^'(. c^qt^q ■ictisa^ 
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the cornea, so that the centre of it is about one millimetre 
and a half distant from the margin of the cornea. (Fig. 
42.) This incision can be made upwards or downwards, 
with or without iridectomy, and the lens can be removed 
through it with or without the capsule. 

** If, as I now practise, the extraction is made down- 
wards without iridectomy, the whole operation is reduced 
to the greatest simplicity, and does not require narcosis, 
assistance, elevator, or fixation; and only two instruments 
— ^namely, Graef e*s knife and one cystotome, with Daviel's 
spoon."* 

PAGEKSTECHEB'S OPEBATION FOB OATA- 
BAOT differs from all the others in that he removes the 
lens in its capsule entire. He makes a flap incision, usually 
downwards, and entirely through the sclerotic, leavinga 
small bridge of conjunctiva at the apex of the flap. He 
next excises a lar^e segment of the iris, and then completes 
his section by dividing the conjunctival bridge. By gentle 
pressure on the eye he now endeavours to urge the lens in 
its capsule through the sclerotic wound, but should he fail 
in domg so, or if any vitreous should escape, he at once 
introduces a scoop behind the lens, and draws it out of 
the eye in its capsule. Fagenstecher states that on 
several occasions he has succeeded in thus extracting the 
lens without the loss of any vitreous, notwithstanding 
tbat in some of the cases it was accomplished bv the aid 
of the scoop. He also refers to the remarkable absence of 
iritis after this operation. 

ICACNAMABA'S OPEBATION FOB CATABAOT.— 
The following abstract is from Mr. Macnamara's account 
of his own operation : — 

** The pupil haying been fully dilated with atropine, the 
patient laid on his back, and placed under the influence of 
chloroform, the operator adjusts a stop-speculum. Sup- 
posing the right eye is to be operated upon, the surgeon 
standing behind his patient, with a pair of fixing forceps 
seizes a fold of the conjunctiva together with the tendon 
of the internal rectus so as to have a steady firm hold of 
the eyeball, and in the other hand takes a short and 
broad-bladed triangular knife, and thrusts its point 
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throngh the line of junction of the cornea and sclerotic, 
pn the temporal side of the eye. The blade of the knife 
is to be passed steadily onwards, nearly up to its heel, so 
that the incision made through the sclerotic is at least 
half an inch long. The knife being laid on one side, but 
the speculum and hold of the internal rectus retained, the 
scoop is to be inserted so far into the anterior chamber as 
to enable us to reach the margin of the pupil ; the handle 
of the instrument being raised, and its rounded extremity 
depressed, the latter eyidently rests on the capsule of the 
lens, immediately within the margin of the pupil. The 
scoop is now to be slightly withdrawn, still keeping its 
extremity on the lens, but so as to draw open the pupil 
far enough to enable us to pass the scoop round the outer 
circumference, and thus behind the lens, the scoop being 
thrust onwards alon? the posterior capsule, until its 
toothed extremity embraces the inner margin of the lens ; 
in this way the lens comes to lie in the concavity of the 
scoop, and may be removed from the eye, if possible, 
without breaking the capsule. Should the capsule of the 
lens be ruptured, however, during the above-described 
manipulation, the bulk of the lens must still be drawn 
out of the eye by means of the scoop ; and subsequently 
particles of lenticular matter remaming in the anterior 
chamber must be taken away,'** 

TBEATlCEirr OF THE EYE AFTER AN EZTEAO- 
TION OF THE CATAEAOT.'After the operation is 
completed, both eyelids should be gently closed, and a 
Moorfields bandage (F. 1) applied; and the patient 
should then be placed in bed in a darkened room with the 
head slijBfhtly raised. If the case progresses favourably, 
the patient may be allowed to get up after thirty-six 
hours, and lie on a sofa, or, if in a hospital, rest on the 
outside of his bed. After a. flap extraction, the lids should 
not be opened to look at the eye until the seventh day ; 
but after a modified linear, or a traction, operation, the 
eye may be examined with safety on the third or fourth 
day. The bandage should be changed night and morning, 
as the flow of tears renders the linen wet and uncomfort- 
able. If the lids become gummed together, a piece of 
linen wet with tepid water should be drawn a few times 
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across their tarsal borders, and then gently puUin^^ down 
the lower lid with one finger, they may be snflBciently 
parted to allow any pent-np tears to escape. If the patient 
shoiQd complain that the cotton-wool pad makes the eve 
hot, it may be removed, bnt the fold of linen over the 
eyes and the bandage should be continued. After about 
eight or ten days the bandage may be given up, and a 
broad shade be worn over both eyes. Three or four times 
during the day the lids should be bathed with tepid 
water, or, if there is any irritation, with the belladonna 
lotion (F. 40). When there is restlessness after the 
operation, an opiate, or, what is better, a subcutaneous 
injection of from one-sixth to one-fourth of a grain of 
morphia should be given at bedtime ; and if the patient 
complains of severe pain in the eye, sufficient to prevent 
sleep, two or three leeches should be applied to the 
temple. If these fail to give relief, the bandage should 
be removed, and a fold of linen wet with cold or iced 
water should be laid over the closed lids, and changed as 
often as it becomes hot or dry. A mild purgative must be 
ordered if necessary, so as to insure the regular daily 
action of the bowels without straining. The patient 
should be allowed his regular diet, with the exception of 
the day of the operation, when 1 generally advise only 
beef -tea and farinaceous food. 

The Casualties which may occiik aptbb an Extbac- 
TiON 0? A Hard Cataract are; — ' 

1. Prolapse of the iris. This is peculiar to the flap- 
extraction, and to those operations in which no portion of 
the iris is removed. 

2. Iritis. 

3. Suppuration of the cornea. 

4. Acute ophthalmitis and suppuration of the globe. 

5. Imperfect union of the corneal wound, and conse- 
quent fistula. 

6. Cystoid cicatnx. 

1. Frolapcie of the iris may come on from the first 
to the fifth day after an extraction operation in which no 

ftortion of iris has been excised, and sometimes even later, 
t is the most frequent cause of failure of flap extraction, 
and in many cases seems to be due to the irritation excited 
by some cortical lens matter left in the pu^iL«.^'^^ \xssss^ 
of the operation. It is, liQiwo^Qt, o^A3i "^x^2^^<s5R^>5^ ^^sosft 
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spasmodic action on the part of the patient, such as 
coughing or sneezing, or by some violent emotion. 

Treatment. — ^At first apply a compress bandage (F. 3), 
and leave the prolapse alone. If after a fortnight or 
three weeks the prolapse continues large and shows no 
tendency to subside, it may bo pricked at two or three 
points with a fine needle, and the compress be reapplied. 
This pricking operation may be repeated two or three 
times at intervals of three or four days. 

2. Iritis after extraction, is usually chronic and 
serous. It commences as a rule from one to three weeks 
after the operation. It is always accompanied with pho- 
tophobia and lachrymation, and frequently with the edges 
of the lids pufiy, thickened, and excoriated. (For a rar- 
ther account of this form of Iritis, see Teaumatic 
Ibitis, p. 90.) 

Treatment. — Belladonna to the eye in one form or 
another to relieve pain and keep the pupil dilated. Tonics 
of quinine or iron, or both (F. 79, 80, 81), should be given. 
Counter-irritation in the form of small blisters the 
size of a shilling to the temple or behind the ear occasion- 
ally do good ; and if the case is very obstinate, benefit is 
sometimes derived from a moderate mercurial inunction. 

The acute iritis is comparatively rare. It usually 
follows one or two days after the operation, and unless 
soon arrested it may lead to the destruction of the eye. 
Occasionally it will partially subside, and then become 
chronic. 

Treatment. — Leeches to the temple and cold appli- 
cations to the eye. A fold of linen should be laid over the 
closed lids, and be moistened with iced water as often as 
it becomes hot or dry. If the cold ceases to be grateful 
to the patient, hot fomentations of poppy-heads or bella- 
donna (F. 9, 10) may be substituted. Diffusible stimuli 
and tonics (F. &?, 77, 79) should be ordered, with a liberal 
diet, and opiates be given if necessary to relieve pain and 
produce sleep. Mercury in any form is seldom of use in 
these cases ; it usually depresses the patient, and so does 
absolute harm. In the acute traumatic iritis which 
follows the extraction of cataract, there is a strong ten- 
dency for the inflammation to spread to the neighbouring 
tissues, and thus to drift into ophthalmitis or general 
inflammation of the eye. 

3. Suppuration of the Cornea may be either partial 
or complete. It may commence ia\!icLe\\sx& <^1 tb^!^ vucision 
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and involve more or less of the corneal flap, to which it 
may be limited ; or it may be diffuse, and include the 
entire cornea. 

Symptoms. — Increasinff pain in the eye and around 
the orbit ; oedematous swelling and redness of the lids ; 
chemosis of the conjunctiva and a muco-purulent dis- 
charge. 

If the suppuration is partial and ciroiimsoribed. 
the line of the incision will look opaque and yellow, and 
there will be some purulent innltration extending 
into the flap of the cornea, whilst the lower part of the 
cornea, although perhaps slightly turbid, will still retain 
some of its transparency and polish. This condition of 
the eye is sufficient to create great anxiety, but if the 
suppuration can be confined to the margin of the wound, 
it IS not hopeless. The dangers are — 1, That^the suppura* 
tion will become diffuse ; 2, that it will extend itself to the 
deeper structures and induce a suppurative inflammation 
of the globe ; 3, that although the suppuration of the 
cornea may be subdued, a secondary iritis orirido-cyclitis 
may follow, which will in the end produce softening and 
atrophy of the globe. 

W hen the suppuration of the cornea is diffiise or com* 
plete, the symptoms are the same but intensified. The 
suppuration, instead of being confined to the margin of 
the flap, invades the whole structure of the cornea. The 
eye must then be considered as irreparably lost. 

In old and feeble patients suppuration of the cornea 
will occasionally occur without the usual inflammatory 
symptoms of pain with redness and swelling of the lid!s 
bleing manifested. This once happened to a poor old 
woman, who had long been an inmate of a workhouse, on 
whom I operated for cataract. With only a sense of 
grittiness in the eye, and with the slightest trace of 
swelling of the upper lid, partial suppuration of the 
cornea followed on the fifth or sixth day after the opera- 
tion. 

Treatment. — An attempt may be made to ward off the 
earlv symptoms by the application of two or three leeches 
to the temple, ana iced water to the eye ; but as soon as 
it is ascertained that suppuration of the cornea has com- 
menced, a different treatment should be adopted. Warm 
fomentations of poppy-heads or belladonna give the most 
relief, and may be used every two or three hours, and in 
the intervals a fold of Unt Bhoxdd. \^ \dsA ^^^^ "^^ ^"^ 
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and kept moist with warm water or the belladonna lotion. 
Paih snoold be relieved by repeated doses of opium, which 
may be combined with ammonia, quinine, or liq. cin- 
chonaB (F. 76). The patient should be fed up with such 
food as he can be prevailed on to take, and a moderate 
allowance of wine be ordered for him. A compress ban- 
dage (F. 3) applied to the eye on the first indication of 
corneal suppuration is often of service, and may be used 
jointly with the warm applications, the bandage being 
removed three or four times daily to allow of the fomen- 
tations. If the pressure be painful it should not be 
persevered in. 

4. Acute Ophthalmitis and Suppuratioii of the 
Globe. — When this happens the eye is lost, and the only 
course to be pursued is to hasten the suppuration by 
warm and soothing applications ; to give free vent to the 
pus by an incision tnrough the cornea if necessary ; to 
relieve pain by opiates ; and to support the patient by 
tonics, sidmulants, and a good diet. 

5. Imperfect Union of the Corneal Wound 
and consequent Fistula. — From some cause, often 
difficult if not impossible to explain, the wound of the 
cornea after the extraction of cataract fails to unite com- 
pletely, and a small fistula remains through which the 
aqueous slowly dribbles. 

Treatment. — A compress bandage (F. 3) should be 
placed over the closed has, and twice a day a few drops 
of a solution of atropine, gr. 1 ad aqusB 5 1, be dropped 
into the eye. This treatment generally succeeds in closmg 
the fistula, but if after a fair trial it produces no effect, 
the openiug in the cornea may be touched with a fine 
camel s-hair brush charged with nitrate of silver, as 
recommended at page 50. 

For the svmptoms and further treatment of corneal 
fistula, see Fistula of th£ Cobnea, page 50. 

Cystoid Cicatrix.-^This can only occur when the 
incision has been made in the sclerotic. It is due to the 
edges of the wound not coming into close contact and 
to their consequent union through the intervention of 
cicatricial tissue, which gradually yields before the out- 
ward pressure of the parts within the eye, and becomes 
thinned and bulging. This condition of the cicatrix in 
the sclerotic will be occasionally met with after iridectomy 
for £rlaucoma. It is most liable to happen in eyes in 
whjon there is an increased intra-ocular tension. 
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Treatment. — If the cjstoid cicatrix is small or gives 
no inconvenience, it is best to leave it alone. When mrge 
or troublesome, it may be punctured with a broad needle. 
If the bulging of the cicatrix is on the increase, and the 
tension of the eje is glaucomatous, an iridectomy should 
be performed. 

OAPSXTLAB CATABACT is a misnomer. There can« 
not be an opaque capsule and a transparent lens. There 
may be an opaqiie and chalky capsule containing the 
ghrunken remains of a lens, or there may be an opaque 
capsule filling the pupil after the lens from some cause 
has gone; bat neither of these can be considered as 
examples of capsular cataract. The class of cases to 
which the term can be most correctly applied are those 
in which there are spots or patches of opacity on the 
capsule with a perfectly transparent lens. 

These local opacities may exist under two circum- 
stances :~~ 

1st. Patches of opacity on the lens capsule may be 
formed from inflammatory exudations during iritis or 
other inflammations of the eye. They are usually central 
and correspond to the pupil, but occasionally they are 
deposited as a white zone around the margin of the lens, 
and can be only detected when the pupil is dilated. 

2nd. In young children one or more white spots are 
occasionally seen on the lens capsule, the lens itself being 
clear. On. examining the cornea of such eyes, a small 
nebula will be frequently found to correspond with the 
speck on the lens capsule ; and on inquiry it will be found 
that these patients have had ophthalmia neonatorum. 
The inference is that during the attack the swollen cornea 
and the most prominent part of the lens came together, 
and that the capsule at the point of contact then became 
opaque. It should be remembered that in newly-born 
cMLdren the space between the centre of the lens and the 
cornea is so small as hardlv to deserve the name of an 
anterior chamber. When tne central capsular opacity is 
single and prominent, it has been called pyramidal 
cataract. 

OAPSXTLO-LENTIOTTLAB OATABAOT.-^In this form 
of cataract the capsule partakes of the opacity. It may 
not be absolutely opaque, but its twaiwgiMteii'cg Sa j^ 
affected that it would matenaXLy m\Atl<Q(t^ ^V&. ^^ns^ss^ 
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alter the opaque lens has been removed. This opacity 
is generally confined to the anterior layer of the lens 
capsule. 

Treatment.— In these cases the plan practised by 
Sir W. Bowman should be adopted. After the section of 
the cornea has been completed and the piece of iris 
excised, if an iridectomy has to be performed, instead of 
tearing through the lens capsule with the ordinary pricker, 
a pair of fine iris forceps is introduced through the corneal 
wound, and seizing hold of the anterior layer of the 
capsule, it is withdrawn from the eye, and the operation 
of extraction of the lens is then completed in the usual 
way. 

DIABETIC CATARACT. — ^The only peculiarity in this 
yariety of cataract is its origin. The opaque lens pre- 
sents no characteristic to dStinguish it from cataract 
arising from other diseases, or from senUe decay. As 
diabetes frequently attacks young people, this disease 
may be considered as one of the causes of cataract in 
early life. The cataract is usually soft, but this is due to 
the age of the patient, who is generally below the period 
of life at which cataract is common. In diabetic cataract 
the opacity is probably dependent on impaired nutrition. 

Treatment. — The same as for ordinary cataract. The 
presence of diabetes has been urged as a reason for not 
operating ; but if the patient is apparently in fair health 
and not much emaciated, an operation is certainly not 
contra-indicated. I haye on several occasions operated 
myself for diabetic cataract, and haye frequently seen my 
colleagues do so at the Ophthalmic Hospital, and in no 
case haye any unfayourable symptoms followed. 

PIjXJIB cataract usually occurs in joung patients 
and is sometimes congenital. It has a uniform greyish- 
white milk-and-water colour without any yisible strisB or 
spots. The fluidity does not always include the whole 
lens ; it occasionally happens that within a fluid cortex 
there is a small firm nucleus. There is, however, a form 
of fluid cataract which is met with in elderly people which 
seems to be an advanced stage of degeneration of the lens. 
The lenticular matter is converted into a semi-transparent 
yellowiBb fluid, which contains oil globules and sometimes 
plates of cholesterine. In some exceptional cases the 
nuid ia of a dark chocolate ot ^e^iau (i^wa. l&x. H&ynes. 
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Walton relates the case of a lady, sBt. seventy-seven, on 
whom he operated, in which " the capsnle did not contain 
a particle of lens, bnt was filled with material like coffee- 
grounds/'* 

Treatment. — ^The same as for other forms of cataract. 
If after the section has been made in the cornea and the 
lens capsnle opened with the pricker the lenticular matter 
is found to be fluid, it may oe either sucked out with a 
syringe or allowed to escape along the groove of a curette. 

TBAXJMATIC CATABAOT, or cataract the result of 
an injury to the eye, may occur either with or without a 
rupture of the external coats of the eye. 

1. Traumatie Cataract with Bupture of the 
External Coats of the Eye.— One of the most fre- 
quent complications of a wound of the cornea is an injury 
to the lens. Wounds of the lens terminate almost in- 
variably in cataract. The point of injury is within 
twenty-four hours indicated by an opaque patch, and 
this opacity gradually increases untu the whole lens 
becomes opaque. The rapidity of the formation of the 
cataract will depend partly on the extent of the injury 
inflicted on the lens and its capsule, and partly also 
on the age of the patient. If the rent in the capsule 
is large, and the lenticular matter has also been broken 
into, the aqueous humour will be rapidly brought into 
contact witn the lens substance, and its transparency 
will be quickly destroyed. In the young, the lens is 
soft, and becomes more rapidly cataractous from an 
injury than in the aged, where it is more dense and has 
a firm nucleus. The immediate effect of a wound of 
the lens is the admission of the ac^ueous within its 
capsule. This is imbibed by the lens tissue, each part of 
which becomes opaque, and rapidly swells as it is brought 
under the influence of the aqueous ; so that the swelhng 
of the lens increases with the opacity until the whole is 
opaque. The lens thus swelling frequently presses on 
the posterior surface of the iris, and excites great irrita- 
tion : hence it is of the utmost importance that the pupil 
should be kept fully dilated with atropine, in order to 
afford space for the swelling lens, and to prevent as far as 
possible its encroaching on the iris. 
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The irritation whicli is tlias excited by a cataractous 
lens is greater and^ more apt to occur in the adult and 
aged person than it is in the child. The most serious 
symptom which the pressure of a swollen lens on the back 
of the iris is apt to produce is a glaucomatous hardness of 
the globe — a condition known as traumatic glaucoma. 
It is ushered in with increased pain and irritation ; the 
anterior chamber is diminished in size from the lens 
having pushed the iris forwards towards the cornea ; the 
eye has a pinkish tinge from a general fulness of the 
sclerotic vessels, but especially of those which form the 
ciliary zone, and the tension of the globe is increased. 
This state of eye is fraught with danger, and always de- 
mands immediate treatment. 

Traumatic cataract with rupture of the external coats 
of the eye is very commonly associated with a prolapse 
or laceration of tne iris, or with both ; indeed it is more 
usual for it to be accompanied with some lesion of the 
iris, than for the injury to be confined to the lens. 

2. Traumatic Cataract without Bupture of the 
External coats of the Eye. — Sudden violence against 
the eye, or to the bony parts which surround it, may 
cause, without any rupture of the external coats of the 
eye, a rent in the capsule of the lens sufficient to allow the 
aqueous topermeate its structure and to render it cata- 
ractous. von Graefe noticed that in such cases the rent 
is generally at the periphery of the lens, or within the 
area of the thin posterior capsule, but never in the middle 
of the anterior capsule. 

Again, a blow on the eye may, without any apparent 
injury of the lens capsule, so disarrange the internal 
structure of the lens that its nutrition will become im- 
paired, and as a result its transparency will be destroyed. 
This accident is more rare than the preceding, in which 
the lens capsule is torn. The form of cataract which is 
usually produced is a diffused opacity ; a portion of the 
lens first becomes nebulous, and this nebulosity increases 
nntil the whole lens is opaque. 

Treatment of Traumatic Cataract.— 1. If the 
cataract is uncomplicated with injury to the vris, and has 
been caused by some fine sharp-pointed instrument pene- 
trating the cornea, there is good reason to hope for a 
favourable result. A solution of atiropine, gr. 1 ad aquaa 
8h should he dropped twice or three tmies a day into the 
ojre to dilate the pupil fully, aTi^\Jbaa\.o Yoe^ w^m^ out 
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of the way of the swellinff lens. A oompiess and bandage 
should be fastened over &e closed lids, or, if it is more 
comfortable, a fold of linen wet with cold water or the 
belladonna lotion (F. 40) may be laid over the eve. If 
there is pain in the eye or around the orbit, two leeches 
should be at once applied to the temple. The patient 
should be kept in a darkened room. If after all the irri- 
tation occasioned by the injury has subsided, a gradual 
absorption of i^e lens matter is found to be going on, it is 
wise not to meddle with the cataract, but to keep a care- 
ful watch over the eye, and be prepared to treat symp- 
toms as they arise, being guided by them in the future 
management of the case. 

2. if the wound in the lens is compUccded with injury 
to, or prolapse of, the iris, attention must first be directed 
to the iris, which, if prolapsed, will require to be dealt 
with in one of the ways suggested under the heading 
Pjiolafse of the Ibis. The general treatment recom- 
mended in the preceding section must be also adopted 
here, and if no untoward symptoms arise, the cataractous 
lens must be 'left untreated until the e^e has quite re- 
covered from lie primary shock of the injury. 

Whenever a traumatic cataract excites great irritation 
or induces symptoms of traumatic glaucoma, the lens 
should be at once removed. The operation to be selected 
will depend on the density of the lens, the general con- 
dition of the eye, and the age of the patient. As a rule, 
when the lens is soft, a linear extraction should be per- 
formed, and an iridectomy may be combined with this 
operation if circumstances render it advisable. 

If, however, the patient is advanced in years, and the 
lens consequently more or less hard, the best operation 
will be the extraction operation with iridectomy, see 
page 152. 

SEOONDABT CATARACT is when the opacity of 
the lens is dependent on, and secondary to, disease of 
the vitreous, choroid, or retina. In these cases the lens 
not only grows opaque, but frequently undergoes a 
further degeneration, and earthy salts, the carbonate 
and phosphate of lime, are deposited both in it and in 
its capsule. The appearance of such a lens is very 
characteristic; it is usually somewhat shrunken and 
flattened, with a peculiar opacmQ (i\i"BJ^^ \wJ8.^ ^sb^ 
either strikingly white or tingea aW^XX":} 'w^ ^^<5PR' 
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It is often associated witH other degenerative changes 
within the eye, and occurs conjointly with bony forma- 
tions on the choroid, and secondary detachments of the 
retina. 

Treatment.— Secondary cataracts, as a rule, are 
best left alone. In the majority of cases, the eye, when 
the cataract is complete, is blind, and the extraction of 
the lens would give no improvement of sight. Even in 
the most favourable instances, where there is some per- 
ception of light, and a moderately active pupil, the 
fundus of the eye is usually so unsound that it is 
always doubtful whether the slight chance of benefit is 
sufficient to justif v the risk of an operation. Certainly, 
when the patient nas one eye good, no operation for the 
extraction of an opaque and chalky lens in the other 
should be performed. 



CAPSULAR OPACITIES. 

0APST7LAB OPACITIES FOLLOWIKO THE LOSS 
OF THE LENS. — ^Afber the lens has been removed, 
either by absorption or extraction, some density of the 
capsule which nas been left is very apt to occur, and 
to greatly mar the excellence of vision which the 
patient would otherwise possess. The degree of opacity 
varies very much, and is dependent on different cir- 
cumstances. 

The simplest form of Opacity of the Capsule 
is that which often occurs after an operation for the 
removal of the lens, especially after linear or suction 
extraction. Its formation is unaccompanied with any in- 
flammatory action. Examined with the ophthalmoscope, 
a film of capsule will be found occupying the pupillary 
space, not actually opaque, but witn its transparency 
sufficiently dulled to intenere with the due passage of the 
light to the fundus of the eye. Sir W. Bowman has shown 
that the capsule may cause a serious imperfection of sight 
without becoming opaque, by assuming a wrinkled and 
folded state, so as to produce an unequal refraction of 
light in its passage through it, and a consequent con- 
fasion of the image on the retina. 

The second form of Opacity of the Capsule is 

where the membrane itself is semi-opaque, but its opacity 

ia considemhlj increased by \)ita oi ao&\&iD}dsx3iajt matter 
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haying become enclosed between parts of the anterior 
and posterior layers of the capsule. If the pu^il be 
dilated with atropine, the opa.city of the capsule will be 
seen to vary in aensity in different points of its area* 
according to the (quantity of lens matter which has been 
enclosed between its layers. This form of opacity is not 
necessarily accompanied with any inflammatory action. 

The third form of Opacify of the Capsule is 
always associated with iritis. L^mph is effused on the 
surface of the capsule, and adhesions more or less exten- 
sive between it and the iris close the pupil* The capsule 
itself becomes opaque, and blending with the lymph upon 
its surface grows tough, and almost fibrous in its struc- 
ture, losing all its natural elasticity. This state of the 
capsule is very frequently combmed with some soft 
opaque lens substance shut in between its lajrers ; indeed, 
in many cases it is due to the irritation which has been 
excited from some lenticular matter having been left 
behind at the time of the operation for the extraction of 
the lens. 

It is this form of membranous opacity which fre- 
quently undergoes after a lapse of time a degeneration 
of structure ; in some cases losing the toughness it at 
fii'st acquired, it becomes brittle and friable, allowing a 
needle or a pair of iris forceps to pass through it uke 
tinder; or it may in after years become the seat of 
earthy deposits. The second form of capsular opacity I 
alluded to, where a portion of lenticular matter is en- 
closed between the layers of the capsule, is also liable to 
degenerative changes, and to have earthy salts deposited 
in the vestiges of tne lens between its folds. 

TBEATMEKT OF CAFST7LAB OPACITIES.— In 

treating opacities of the capsule after the lens has 
been removed, it may be taken as a rule which should 
never, if possible, be departed from, that no opera- 
tion should be performed so long as the eye is red or 
irritable. 

Needle Operation for Opaque Capsule.— A single 
needle is usually sufficient to tear an opening through tne 
semi-opaque or wrinkled capsule which is often found after 
an ordinary operation for cataract, but two needles should 
be in readiness in case a second is required. 

Before commencing the operation "Oaa ^^wc^"^ ^'sro^^jfe 
fully dilated with atropine. T!\i^ XL-e^^^'^k ^Q\5i5i.^«^^ii«w^ 
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the cornea obliauely about one or one and a half lines 
from its circumference, and passing across the pnpil to 
the opposite side, it should puncture the capsule close to 
the ins, and by then slightly depressing the hand, the 
needle is made to dip a little into the vitreous, and to cut 
its way through the capsule. In some eyes one or two 
dips 01 the needle will suffice to make a clear opening in 
the capsule, whilst in other cases they have to be repeated 
many times. 

Occasionally it happens that after the needle has made 
an opening through tne capsule, an adherent film remains 
stretching across the pupil, which a single needle fails to 
divide. A second needle should then m used, after the 
man ner first recommended by Sir W. Bowm an. It should 
be introduced by the other hand through the cornea at 
a point nearly opposite to the first; and passing its 
pomt behind the oand, whilst that of the first needle 
remains in front of it, so that their points cross, the one 
needle is made to revolve a few turns over the other, 
until the band of capsule is torn ; or if this does not 
readily follow, the two needles may be then slightly but 
slowly separated ; a proceeding which will seldom fail in 
brealong it through. 

In cases where there is some lens matter enclosed 
between the anterior and posterior layers of the capsule, 
a needle operation such as has been already described 
will generally be sufficient. The breaking up of the 
capsule will expose the particles of lens matter to the 
action of the aqueous, and they will usually be quickly 
absorbed. 

When there has been iritis, and the pupil is closed with 
a dense membrane, a new pupil may be formed and the 
capsule torn through with two needles ; but this will not 
always suffice, as iritis will often follow the operation, and 
the pupil will again become closed. It is generally neces- 
sary, after the capsule has been torn through, to remove 
a portion of the iris and make a false pupil. Another 
very efficient way of dealing with such cases, is to divide 
the capsule and cut through the lower margin of the 
pupil with fine scissors. Fig. 21, page 103. 

To use Two Needles to Tear through the 

Opaque Capsule and Open out the Closed Pupil. 

— One needle is to be introduced through one side of 

tie cornea and be passed into the centre of the capsule 

upon which the pupil is contraoted au^ ^^^t^iifc. Tha 
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second needle ie to p«iiatrBte ths opposite side ol 
the cornea, and to be inserted also into tlte aai»n]e 
close to the fiiet. The points of the two needloB 
are now to he dipped downwards a little into Uie 
vitreous, and to he drawn slowly in opposite direc- 
tions, so as to tear throngh the capsule, and 
at the same time to pull open the pnpil. ^M- «• 
Having done this, the needles are to he 
withdrawn, and according to the size of 
the pupil which has been formed must 
depend the necessity of making an arti- 
fioial pupil by removing a piece of the iris. 
If the new pupil does not open out snffi- 
ciently, it will be well at once to make an 
opening in the cornea with a broad needle, 
and with a Tyrrell's hook (Fip. 20, p. X02) ' 
to draw out a piece of the iria and 
it off. 

The most difficult cases, however, of all 
to treat are those in lohich tkere ia a piece 
of lough milkf-whUe looking lena capsule 
occujp^iig the pupUlary area, and to which 
the iris is adherent at points. The normal 
elasticity o£ ,'such a portion of capsule has 
been lost, and oftentimes some of the earthy 
salts are foand to be incorporated with it, 
or with the remains of the little lenticular 
matter which has been enclosed between its 
layers. A needle operation here would do 
no Kood. 

There are two modes of dealing with such 

1, The most safe, and at the same time 
a very eiEcient operation, ia to cnt through 
the opaque capsnle and enlarge the old 
pnpil by a pair of scissors {Fig. 21, page 
103). An incision is to be made with the 
point of an iridectomy knife jnst within 
the upper margin of the cornea, sufficiently 
large U> admit easilv the closed blades of the scissors. 
The scissors are then to be introduced within the 
chamber, and the sharp-pointed blade made to perforate 
the opaque capanle, and passed downwards some distance 
behind the pupillary edge of the iria, ^\tfni V'SIq. on.*- 
clip of the soisflora the opaque capaiiXo woi- w^ksbsJib^ 
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of the iris is divided* If tlie iris be sufficiently healthy 
for its cut edges to retract, a good pupil will be thus 
formed. 

2. Haying fully dilated the pupil with atropine, detach 
the opaque capsule from its adhesions to the iris by a fine 
needle introduced through the cornea. This being done, 
the fine needle is to be withdrawn and the opening it has 
made is to be enlarged with a broad needle to allow of the 
introduction within the anterior chamber of the canular 
forceps (Fig. 43), with which the piece of capsule is to be 
seized and drawn out of the eye. If^ on drawing out the 
opaque capsule through the aperture m the cornea, a point 
of it is found still adherent to the iris, that which has been 
withdrawn should be snipped off with a pair of scissors, 
but no attempt should be made to detach it by force. 
This operation is a very haza/rdoua one, though the result, 
when success follows, is yery brilliant. The great dangecr 
consists in the dragging upon the iris and the ciliary pro- 
cesses. I have occasionally seen suppuration of the globe 
follow this operation. 

After all operations for capsular opacities, the eve 
should be kept for at least three or four days with tne 
pupil fully dilated with atropine. 

DISLOCATIONS OF THE LENS. 

DISLOCATION OF THE LENS INTO THE AN- 
TERIOR CHAMBER may be either congenital, or the 
result of an injury such as a blow on the eye, or on the 
head in the yicinity of the eye. Occasionally it is caused 
hj excessiye retching or cou^hin^, but in such cases it 
will generally be found on mquirythat the eyes were 
unsound, and predisposed to this accident. 

Symptoms. — ^A transparent lens lying in its capsule 
in the anterior chamber presents a pecuhar and ^harac- < 
teristic appearance. It looks l^e a large drop of oil 
lying at the back of the cornea, the margin of the lens 
exhibiting a brilliant yellow reflex. The iris is pushed 
backwards, and the anterior chamber is thus greatly 
deepened. The pupil is always more or less dilated in 
proportion to the amount of pressure the lens exerts upon 
the iris. The lens in this abnormal position acts as 
a foreign body. It is productiye of great irritation, and 
of severe pain. The inflammation which so frequently 
follows thiB accident may \)epaTtisJly due to other parts 
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of the eye Having suffered from the primary injury; 
but much must also be attributed to the pressure of the 
lens on the iris. 

The pain which accompanies this displacement of the 
lens is usually severe and neuralgic in character, often- 
times more intense than the state of the eye would lead 
us to anticipate ; but the pressure on the iris, and conse- 
5[uently on the ciliary nerves, is sufficient to account for 
its severity. 

Treatment of Dislocation of the Lens into the 
Anterior Chamber. — If the lens is giving rise to irrita- 
tion, it should undoubtedly be removed, and as soon as 
posssible : the irritation will probably continue and in- 
crease if it is allowed to remain in its abnormal position. 
But if the lens, although lying in the anterior chamber, is 
not acting as an irritant, and the eye, when seen by the 
surgeon, IS perfectly quiet and free from undue vascufaiity, 
what course should be pursued P To answer this question, 
it is necessary first to consider what are the present, and 
what are likely to be the ultimate effects of such an acci- 
dent. There are two results which generally follow the 
long-continued presence of the lens in the anterior cham- 
ber—viz., paralysis and atrophy of the iris ; both of these 
are due to the one cause, pressure of the lens on the iris. 
They are not the immediate results of a dislocated lens, 
but they are the sequences of the prolonged pressure 
which is kept up by the lens against tne iris, when it has 
been allowed to remain for many months or years in contact 
with it. Now, although the eye when first seen may be quiet 
and free from all vascular excitement, yet it is impossible 
to say how long this quiescent state may last. An out- 
break of acute inflammation may occur at any time with- 
out any especial assignable cause beyond the abnormal 
pressure of the lens on the iris. Again, the presence of 
the lens in the anterior chamber is very apt to give rise 
to a glaucomatous state, under which the tension of the 
globe becomes suddenly increased, and the pain very 
severe. This condition is always one of pecuhar danger 
to the eye, and calls at once for active treatment. 

Considering, then, the many casualties which may 
happen to an eye with a dislocated lens lying in its 
anterior chamber, I beUeve it is advisable in all cases to 
remove it. 

In children a suction operatioii ot «ii ^OKarc ^s?^x»«3«kssft. 
majr he performed, It is geuer^^Vy \\v"9ici\wxa \xjl ^^v.Oo^^^^'^s^ 
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to complete the extraction of the lens in one sitting, rather 
than to divide it into two stages, with an interval of some 
days between them, as in the ordinary mode of performing 
suction and linear extraction operations. 

If the patient be an adnlt, or a person advanced in 
years, the dislocated lens should be removed through a 
section in the margin of the cornea, its exit being assisted 
with a cataract spoon. Having made the section in the 
comeo-sclerotic junction with a Graefe's cataract knife, and 
if possible excised a portion of the iris, the lens should be 
t^en away m its capside, with the aid of one of the trac- 
tion instruments (Figs. 33, 34), or with the skeleton spoon 
(Fig. 36, page 150), or with a sharp hook which maybe 
made to seize hold of it and draw it from the eye. During 
the operation an escape of vitreous will probably occur, 
as the sujspensory ligament must have been torn to aJlow 
of the lens being dislocated, and this could hardly have 
been accomplished without at the same time some rup- 
ture of the hyaloid membrane. 

DISLOCATION OF THE LENS INTO THE VI- 
TBEOTJS. — ^This accident may occur either with or 
without rupture of the external coats of the eye. 

The lens is usually dislocated enclosed in its capsule, 
which may be either entire or partially lacerated. If the 
capsule has been torn, the lens will soon become cata- 
ractous ; but even if it is entire, the lens generally after 
some months becomes opaque, on account of its due 
nutrition being interfered with. 

If the dislocation has been complete, the iris, having 
lost the support of the lens, will fall slightly backwards 
towards the vitreous, and thus increase the depth of the 
anterior chamber. The iris will also generally be found 
tremulous, its whole surface vibrating with the move- 
ments of the eye. 

If, however, the dislocation has not been quite complete, 
but, as is usually the case, some shreds of the suspensory 
L'gament still connect the lens in its capsule with the 
upper region of the globe, then the lower surface of the 
ins against which the lens presses will be bulged towards 
the cornea, whilst the plane of the upper part will be 
unaltered. When the lens is thus suspended, it mav be 
sometimes seen by the unaided eye, but always by £)cal 
niumimUon, hailing by filmy shreds from the upper 
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surface of the globe, and swaying to and fro with tlie 
motions of the eye. 

State of the Pupil. — ^Thereis always more or less 
dilatation of the pnpil. This is probably chiefly due in 
most cases to the injury which the ciliary nerves have 
sustained in the accident, although it may also be partly 
accounted for by the pressure wnich the displaced lens 
often exerts on the lower segment of the iris. 

The general symptoms are those of great irritation. 
There is increased vascularity, with dread of light, lachry- 
mation and pain. The eye, from the first eflfects of the 
injury, becomes actively inflamed, but this state under 
treatment may gradually subside. It is, however, gene- 
rally succeeded by a low form of choroido-iritis or choroido- 
retinitis, which is kept up by the irritation caused by the 
abnormal position of the lens. In this stage a glauco- 
matous state frequently supervenes, and the tension of 
the eye becomes greatly increased. With the increase of 
tension all the symptoms become aggravated ; and 
unless the lens, the source of the irritation, is removed, 
the loss of the eye is certain. This glaucomatous con- 
dition is liable to occur in all the dislocations of the lens 
within the eye, but it is more prone to follow those in 
which the lens is either partially or completely displaced 
behind the iris, than when it is thrown in front of that 
structure. 

Treatment of Dislocation of the Lens into the 
Vitreous. — If the dislocation is complete, and the eye 
is free from irritation, it should be left alone, but tne 
patient should be kept under careful supervision. If, 
however, the displaced lens is exciting iunammation, it 
should be removed. This is best done by a traction 
operation. No speculum should be used, as its pressure 
on the eye favours the escape of vitreous. The upper 
lid should be raised with a retractor, or by the inaex 
finger of the operator, whilst the section is made in the 
margin of the cornea with a Graefe's knife, as in the 
cataract extraction operation, page 152. It is often im- 
possible to seize hold of the iris to draw it out of the 
wound preparatory to excising a portion of it ; for having 
lost the support of the lens, it will sometimes fall back- 
wards and get so behind the cut edge of the sclerotic that 
the forceps cannot be made to grasp it. This difficultjr is 
increased by an escape of vitreous, whick ^VccLCs!&\t \si.- 
variably takes place immediately on: Wi^ -m^^WR^ dt 
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the knife from tHe eye, and is dependent on a rapture 
of the hyaloid at the time of the accident, which has 
allowed the yitreons to fall forwards. If, therefore, the 
attempt to seize and draw out a piece of iris is onsuccess- 
fol, it is better at once to pass the scoop through the 
pnpil to the back of the lens, and to draw it out, if 
possible, in its capsule. 

DISLOCATION OF THE LENS BENEATH THE 
OONJTTNOTrVA can only occur in cases where the scle- 
rotic has been ruptured, whilst the conjunctiva over the 
rent has remained entire. The lens, separated by the 
yiolence of the injury from its ciliary attachment, is 
forced out of the eye through the wound, and, as the con- 

t'unctiva has not been lacerated, it will be seen lying 
»eneath it. The dislocation is almost invariably upwards, 
or upwards and inwards, as it is in the u]pper reeion of 
the eye, between the insertion of the recti muscles and 
the margin of the cornea, that the split of the sclerotic 
coat most frequently occurs. 

Symptoms. — ^The lens will be seen lying beneath the 
conjunctiva, forming a small, roundish, semi-transparent 
Bwellinff. If the anterior chamber is clear, the altered 
shape of the pupil, probably also the tremulous state of 
the iris, and the presence of a subconjunctival tumour, 
will be sufficient evidence of the nature of the accident. 
The lens is nearly always dislocated enclosed in its cap- 
sule; but owinff to the rough manner in which it is 
squeezed througn the aperture in the sclerotic, the cap- 
sule is often lacerated, and the lenticular matter fre- 
quently somewhat comminuted. 

Treatment. — ^When the lens is seen lying beneath the 
conjunctiva, it should be removed ; and this may be done 
by making a small incision through the conjuncuva either 
with a cataract knife, or with a pair of fine scissors, and 
then, if the leas is entire in its capsule, by at once lifting 
it out ; or if its capsule has been broken and its substance 
comminuted, careiuUy taking it away piecemeal with a 
small scoop, paying special regard that fragments of it 
are not left between the lips of the wound in the sclerotic 
to interfere with its primary union. The lids should be 
then dosed, and a cotton-wool compress with a light 
banda^ be applied to the eye. 

It will he well, as a precautionary measure, to apply 
two or three leeches to tiio \/epai^V&^ «sLd for a few 
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days to keep the patient on a slightljr antiphloKistio 

regimen. 

PABTIAI. DI3IA0ATI0K OP THB X,SNB may 

occur from blows on tlie eje or the aide of the head, when 
a portion only of the snspensory ligament is detached, 
and consequently a limited or only partial displacement 
of the lens ensnes. 

1. The lens may be dislocated either partially npwards 
or partially downwards, and in either position it may con- 
tinne permanently fiied. Occasionally the lens ia fonnd 
to be uightl^ tilted without any abaolnte displacement; 
one margin is pressed forwards against the iris, whilst the 
other is forced hack into the vitreous. 

2. The auaponsory ligament may have been torn or 
partially detached at one part of its circumference : and 




The woodcut reprcseuts b, partial dialocatiim ot ttio Ions. 
In the patient from whom this drswinK was lahon tho Icua 
WBB displaced nutwarda, and a httlo tilted, ao as to present 
Its imier edge slightly forwards It was olrBady yeiy clondy, 
knd was rapidly becoming cataractous With the moremanls 
of tho head the lens was sees to vibrate 

although no immediate displacement of the lens may have 
followed, yet, owing to this loosening or partial detach- 
ment of ito ligament, it may have became what is called 
a movable or swinging lens, swayinc backwards and for- 
wards with the movements of the head or the eye. In 
certain postnres of the head, as in looking downwards or 
in stooping forwards, a partial dislocation of the lens 
throngn the pupil may take place ; whilst with the head 
erect, as in looking directly forwards or upwards, the 
lens may sink back behind the popii to a'@^«.'c«cA,Vi S!>a 
normal position. Independenuj oi Mba 'it&inr^K^'^&s 
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fympioms wluoH sncli a swinging lens is liable to excite^ 
a serious defect in vision will he produced by the frequent 
changes in the position of the lens, such as to render 
the eye not only comparatively useless, but a source 
of very considerable annoyance and even danger to 
the patient, by causing him to misjudge and confuse 
objects with which he may come in contact in his daily 
work. 

General Symptoms. — Partial displacements of the 
lens are generally accompanied by grave symptoms. The 
blow required to produce such an injurv must be one of 
considerable force, and the mere laceration of the 
suspensory ligament, irrespective of the irritation to 
which the mal-position oi^ the lens may give rise, is 
sufficient to place the eye for a time in some danger. 
But when all the first symptoms which may be attri- 
buted to the blow have passed away, there often remain 
severe neuralgic pains in the eye and around the orbit, 
which in some instances are persistent, though varying 
in intensity, whilst in other cases they are recurrent, witn 
intervals of perfect ease. The sight is always materially 
affected, as m proportion to the tilting forwards of the 
lens the patient becomes myopic. The lens may continue 
transparent for a long time after the injury, but the 
general rule is for it sooner or later to become cataractous. 
The most alarming condition which a partially displaced 
lens is likely to produce is a state of glaucoma, whicn may 
come on at any period after the accident. In such cases 
the glaucomatous symptoms are generally more or less 
recurrent; for the increased tension of the eye, being 
dependent on pressure on the back of the iris, is produced 
whenever the lens falls forward against that structure, 
and gradually subsides when this pressure is removed by 
a change of tne position of the lens. A frequent repeti- 
tion of this glaucomatous condition will, however, speedily 
induce such changes, that unless means are adopted to 
arrest it, total loss of sight must in the end be the result. 
Treatment of Partial Displaoements of the 
Xens. — K the lens from partial detachment of its 
suspensory ligament is a swinging or movable one, and 
is f requentljf dropping partial^ through the pupil, and 
thus producing a confusion of the patient's vision, even 
though there is no pain, its erbraction should be advised. 
If glaucomatous symptoms come on, the removal of the 
Jens becomea an absolute ueceBBxty, andivtsi o^xation for 
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its extraction sbonld be performed with as little delay as 
possible. 

Tbe lens is best removed by making a section of tbe 
cornea witb a Graefe's knife, eitber upwards or down- 
wards, so as to make tbe cut correspond witb tbe edge 
of tbe lens, wbicb is tilted forwards. A cataract spoon 
(Figs. 33, 34), or a Taylor's scoop (Fig. 36), is tben to be 
introduced throu^b tbe wound, and witb it tbe lens is to 
be drawn out. It tbe lens is very movable, it may be 
steadied by transfixing it witb a neeale passed tbrougb tbe 
cornea, pnor to making tbe corneal section, and tnus it 
may be beld in position until tbe cataract scoop bas been 
passed bebind it. Some vitreous will probably be lost 
during tbe operation, owing to a rupture of tbe byaloid 
wben tbe lens was dislocated. 



CHAPTER V. 

DISEASES OF THE RETINA, CHOROID, AND OPTIC NERVE. 

HTPEBiEMIA OF THE BETINA.*— In estimating 
tbe degree of vascularity of tbe retina, tbe fundus of tbe 
diseased eve sbould be compared witb tbat of tbe sound 
one, as fulness of tbe vessels, if equally present in botb. 
eyes, would clearly not account for a special defect in one 
of tbem. Hyperaemia may be caused by overworking tbe 
eyes, and especially if tbey are bypermetropic, or myopic ; 
or it may come on from repeated closure to bngbt 
ligbts ; or it may be associated witb inflammation of any 
part of tbe eye. Tbe fundus looks too red, and tbe optic 
nerve bas a decidedlv pinkisb aspect. Tbe patient com- 
plains of occasional nasbes of ligbt, and an inability to 
continue bis accustomed work for any lengtb of time, from 
a sense of fatigue and beat in tbe eyes. I bave seen tbis 
condition of tbe eyes in seamstresses, bootbinders, en- 
gravers, and amongst tbe Spitalflelds weavers, wbo are 
often engaged for many bours at close work witb an in- 
sufficient ligbt. It is occasionally associated witb byper- 
ajstbesia or undue sensibility of tbe retina. Tbe eye is 
tbus rendered intolerant of brigbt ligbt, and frecmss^:^ 
during tbe day tbe lids are spasTnooi^i^J^'^ 0L<i^4^ ^x^scsl 
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sadden gushes of Hot tears accompanied with a sense of 
grittiness and increased photophobia. These paroxysms 
nsnally last only two or three minutes, when the eyes 
return to the condition they were in before. 

A more serious form of hyperaBmia is a passive venous 
congestion due to some impediment in the return flow of 
blood. It is seen in impairments of sight due to the 
presence of tumours within the orbit or the skull, or to 
some local congestion of the brain. It occurs in cases of 
acute amaurosis dependent on suppressed menstruation, 
and it will be also found in all glaucomatous affections. 

Treatment. — For the first-mentioned form of hyper- 
samia of the retina, rest of the eyes is imperative. The 
patient should abstain from all work which requires close 
application of the eyes or a stooping position of the head, 
and he should wear blue glasses when exposed to any 
glare of artificial light. One or two leeches applied to the 
temple, and repeat^ at intervals of two or three days, are 
often of service ; and mild counter-irritation behind the 
ears, or to the temple, hj the repeated application of 
small blisters or a stimulating liniment, will occasionally 
do good. As the congestion is often due to some impair- 
ment of the sympathetic nerve, which from such cause 
fails to exert its proper influence in maintaining a due 
tonicity of the vessels, preparations of iron, the mineral 
acids and bark, are frequently of the greatest benefit. As 
a local application, the cold douche is the best. It should 
be applied to the eyes with the lids closed. 

For the second form of hyperaemia, the treatment must 
necessarily be very unsatisfactory. When there is reason- 
able evidence to suppose that it is caused by a tumour 
within the skull, mecUcine can do little if any good. The 
iodide or bromide of potassium, singly or combined, may 
be tried ; but my own experience is tnat they are seldom 
of any benefit. 

BETnrCTIS, OB INFLAMMATION OF THE 
BETINA, generally arises from some constitutional 
cause, as syphilis, or disease of the kidneys ; but it may 
also be produced by over-use of the eyes before strong 
lights. It may occur as a secondary affection from ob-«- 
struction to the retinal circulation, from orbital tumours, 
or from embolism, or from an extension of an inflammation 
of the neighbouring structures. So intimately associated 
are the retina, and <}lioToid m Yi^^WAi, t\x&t it is difficult 
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for one to be affected by disease without the other also par* 
ticipating. In speaking therefore of the diseases of the 
retina, it mnst not be inferred that the retina only is 
affected, but that it is the structure primarily involved, 
and th6 seat of the principal morbid changes. As in 
iritis, I will first describe the general symptoms of retinitis^ 
and then briefly refer to the special peculiArities which 
mark the various forms of this disease. 

General Symptoms.— The patient complains that 
he sees surrounding objects darkly, as though he were 
looking through a mist. He has to examine closely what- 
ever he wishes to see correctly, and to use a strong li^ht ; 
in fact, from the dulled sensibility of the retina a deep 
impression is required. As the disease progresses, the fleld 
of vision becomes contracted, or portions of it are lost ; 
and the darkness steadily increases until ultimately the 
eye is blind. The defect of sight is influenced by the part 
of the retina which is chiefly affected ; when the peripheral 

Portions are flrst attacked, the field of vision is contracted, 
ut the impairment of sight is much less than when the 
region of tne yellow sjwt is invaded by the disease. The 
external appearance of the eye is unchanged, there is 
nothing about it to strike the ordinary observer ; it is only 
by the ophthalmoscope that the symptoms complained of 
by the patient can be explained. 

Examined with the Ophthalmosoope, there is 
seen a change in the transparency of the retina, which is 
slightly turbid or milky, from a delicate film of exudation 
on its surface. There is usually some swelling of the 
optic disc, its outline is indistmct, and looks blended 
with the surrounding parts. The veins are generally 
more or less distended and sometimes tortuous, and parts 
of them are here and there rendered less distinct, on 
account of the film which covers them. There may be 
extravasations of blood, or inflammatory exudation mto 
the retinal tissue, which will appear as greyish-white 
spots. 

The prognosis of retinitis, except when it proceeds 
from syphilis, is generally unfavourable. The prospect 
of recovery is dimmished m proportion to the extent of 
the haemorrhages, and the amount of the inflammatory 
exudations. Nerve structure once destroyed is never 
replaced. It is only therefore when the exudations h&T^ 
been chiefly confined to the coBuec\.vTft\Kaw3Lft^'t^^^^^^^3^^^ 
that a favourable result wiH ioYLo^» ^Wdl^-^ '^^'^'^ ^'^ 

1X2 
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l^een neither HaBmorrbage nor isolated grey spots of 
exudation, the eye may recover with fair sight. ICetinitis 
may terminate in blindness from atrophy of the retina, 
or by its detachment from the choroid. 

Treatment. — For that form of retinitis which is appa- 
rently unconnected either with syphilis or disease of the 
kidney, small alterative doses of the hydrarg. perchlorid. 
(F. 101) may be given two or three times a day; or the 
iodide or bromide of potassium (F. 91, 99) may be pre- 
scribed, and at the same time slight counter-irritation 
Xnay be kept up by rubbing into the temple every night a 
little of the unguent, hydrarg. iodidi rabri (F. 132). The 
eyes should be allowed absolute rest, and this can be 
obtained by the patient abstaining from all close work, 
and by wearing spectacles with glasses of a rather dark 
cobalt blue. H tne retinitis can be traced to overwork, 
or has come on after fever or any severe illness, tonics 
of quinine, iron, or cinchona with the mineral acids should 
be ordered, with rest to the eyes, and, if possible, change 
of air. 

BBTINITIS ALBVTttJNVILlO A — Nephritic Neuro* 
BeUnitis, — This form of retinitis has received the name 
of " albuminurica," from being frequently associated with 
renal disease, when the urine is charged with albumen. 
It usually occurs in patients who have Bright's disease 
of the kidney, and, consequent on it, an hypertrophy of 
the left ventricle of the heart. 

Symptoms. — There are three forms in which this ne- 
phritic retinitis may occur. 1. It may graduaUy develop 
itself with the advance of the kidney disease. For a long 
time the patient may have complained of a general misti- 
ness, everything appearing as if through a veil ; or the im- 
pairment of vision may have been confined to one portion 
of the field, when suddenly the sight is discovered to be 
markedly worse. The whole field may be thus affected, 
80 that the eye is almost dark ; or the blindness may be 
partial. This sudden loss of sight is probably due to 
retinal haBmorrhage, and is in proportion to the number, 
size, and locality of the blood-clots. 

2. The second form of nephritic retinitis is dependent 
on urssmia, and occurs in the later stages of kidney dis- 
ease, associated with suppression of urine, delirium, and 
convuMona. The loss of sight is very rapid, and some- 
timea permanent. If no oxgania (^'ii^'^^ V'ds^^ \ak%cL 
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place in the retina from lisamorrliage during the attack of 
uraBiuic poisoning, the patient may gradually regain much 
of his sight after the kidneys have resumed their func- 
tions ; but the prognosis is always unfavourable. 

3. Nephritic retinitis occasionally occurs in women dur- 
ing pregnancy, who are suffering from albuminuria in- 
duced by the pregnant state. Tms form of the disease is 
frequently accompanied by retinal hsamorrhage, and both 
eyes may be affected by it. In one case under my care 
the sight of both eyes was so far destroyed by retinal 
haemorrhages that only the perception of large objects re- 
mained. The prognosis is very unfavourable. When there 
is nephritic retinitis in pres^ancy, my own feeling is that 
premature labour should be brought on, with the hope 
that, in sacrificing the life of an unborn child, we may 
save the more valuable life of the mother^ 

Ophthalmoscopic Appearances. — ^The optic nerve 
is sHghtly swollen and oedematous, with its margin indis- 
tinct and blurred into the surrounding cloudy retina. 
Around the disc the retina looks of a greyish-wnite, and 
the vessels as they pass to and from the optic nerve are 
in parts obscured by the exudation. At various points of 
the retina buff-coloured patches are seen, ana in the 
neighbourhood of the yellow spot, small whitish glistening 
bodies appear sprinkled. The retinal veins are distendea 
and tortuous, and there are frequently numerous small 
effusions of blood scattered over the retina. The hssmor- 
rhage is always from the capillaries, and this no doubt 
is due to the morbid state of the coats of the vessels in 
advanced Bright's disease, and to the increased force by 
which an hypertrophied heart sends the blood througn 
them. 

In a well-marked case of nephritic retinitis the disease 
of the kidneys may be diagnosed by the ophthalmoscopic 
appearance of the eye, but in the early stage of albumm- 
unc retinitis it is impossible to distinguish it from neu- 
ritis induced by other causes. In all cases of neuritis the 
urine should be examined. 

Mr. Hulke has had two oppoi'tunities of dissecting eyes 
affected with chronic renal retinitis, an account of which 
he published in the " Ophthalmic Hospital Eeports."* 
He found there was : — 

" 1. CEdematous swelling of the optic nerve and retina. 

♦ Kojal London Ophthalmic HoB^\\a\'B«^xN.%^'^^»'^*^«'^A. 
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" 2. Larffe grannlar corpnseles, more or less abtmdant, 
mostly in uie intergranole layer. 

'* 3. Botryoidal masses of colloid, also in this layer. 

" 4. Nests of sclerosed and enlarged ganglionic cells, or 
moniliformly swollen and sclerosed nerve-fibres in the 
ganglionic and opticas layers. 

"6. Hnemorrhages : Tne 8hai)e of the patches of the 
eztravasated blood being determined by the arrangement 
of the tissues into which the blood escapes." ■ 

It has been said that by the presence of retinitis albn- 
minnrica, the surgeon may at once diagnose with the 
ophthalmoscope Bright's disease ; but it should be remem- 
bered that the affection of the eyes is usually secondary 
to that of the kidneys ; and that it is only in advanced 
cases of the disease that the symptoms are sufficiently 
marked to do more than point to the kidneys as the 
probable source of the mischief. 

Treatment. — As the state of the eyes is secondary to 
and dependent on the disease of the kidneys, the treat- 
ment must be constitutional, and those remedies should 
be selected which are suitable for the renal affection from 
which the patient is suffering. The bowels should be 
made to act once daily, the pulv. jalapss comp., or some 
hydragogue cathartic being given eanv in the morning 
when necessary. The preparations of iron usually do 
good, and of these the tmct. ferri perchlorid. is pernaps 
the most usefuL The object to be obtained is to relieve 
the kidneys by promoting the action of the skin and the 
bowels. Mercury in any form in nephritic retinitis 
should be strictly avoided. If the eye is painful, a leech 
applied to the temple will often give ease, and it may be 
repeated from time to time. The patient should strictly, 
rest the eyes, and protect them from all exposure to 
glare or artificial light, and for this purpose he should 
wear spectacles with curved cobalt-blue glasses. B[e 
should also avoid stooping, as it favours the flow of blood 
to the eyes, and thus renders them more liable to retinal 
haemorrhages. 

BBTINITIS SYPHILITICA.— There is one form 
of retinitis which is undoubtedly due to syphilis. The 
history of the case and certain ophthalmoscopic appear- 
ances mark its specific ongin. It usually occurs during 
ihe tertiary period of syphilis, when nodes form on the 

bones, and the patient nas paina in hiE limb^ and joints ; 

when, in fact, the coiiatitu\ioiL \i^ \i^eoL MJassto^^s^ 
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imbued witli the poison. Mr. HutcliinsoiL'* has shown that 
choroido-retinitis may arise also from inherited syphilis. 

Symptoms. — ^A gradual fading of the sight extending 
over the whole field of vision. The pupil is sluggish and 
inclined to be dilated. There are no external manifesta- 
tions to account for the great loss of sight. A past history 
may reveal syphilis, or tiiere may be local evidences 
of the disease wnich will render a searching interrogation 
unnecessary. 

Examined with the Ophthalmoscope.— There 
is usually turbidity of the vitreous, and a dijSused greyish 
haze of the retina extending from around the optic disc ; 
whilst here and there are seen buff-coloured patches of 
exudation. The absence of any hsemorrha^c spots are 
also to some extent characteristic of syphilitic retinitis. 

Pure and uncomplicated syphilitic retinitis is a rare 
disease ; it is usually combined with exudative choroiditis, 
and to the joint affection of the retina and choroid thd 
term " sypmlitic choroido-retinitis" has been well applied, 
(See Exudative Chokoiditis, page 194.) 

The prognosis of retinitis syphilitica is more favour- 
able than that of any of the other forms of retinitis. 
When seen sufficiently early, the disease will generally 
yield to appropriate treatment, and a great amelioration 
of the symptoms will usually follow, and in some cases a 
complete restoration of sight. 

Treatment. — The iodide of potassium and the prepara* 
tions of mercury are the drugs to be relied on for the 
relief of this disease. 1 have found the mist potassii iodidi 
cum hydrarg. perchlorid. (F. 98) extremely beneficial, 
and have had patients recover under its iimuence in a 
most marked way. This mixture, however, is very apt to 
disagree with the stomach, and to produce a feeling oi dis- 
comfort, and, in many instances, to bring out an attack 
of mercurial erythema, which induces the most into- 
lerable irritation when the patient is warm in bed, and 
obliges him to desist from the medicine. It is most easily 
tolerated if it is taken about one or two hours after a meal. 
When the progress of syphilitic retinitis is very rapid, it 
is desirable to get the patient quickly under the influence 
of mercury, and this may be readily accomplished by 
rubbing half a drachm of the unguent, hydrarg. into the 
axilla or inner side of the thighs night and morning 



* S^bilitiG Diseases of the "E^o WieL"E«i^^ A^* 
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until the gums are slightly affected, when its effects may 
be continued, without being increased, by diminishing the 
fire<iuency of the inunction. If the patient is feeble, 
quinine may be given during the exhibition of the mer- 
cury ; but if not, small doses of the iodide of potassium 
two or three times a day will be more useful. In 
some cases I have seen very eood results follow the use 
of Mr. Henry Lee's mercurial vapour bath (F. 4). The 
patient should commence his fumi^tions with gr. 10 of 
calomel and continue them every night, the surgeon keep- 
ing a careful watch that he does not become too much 
anected by them. The baths should be discontmued, or 
intermitted if the gums become spongy. During the day 
the patient may iSke the iodide of potassium (F. 91) ; or 
if his strength is failing him, he may be prescribed quinine 
or cinchona with nitnc acid. The mercurial baths are 
most efficient during the summer months, when the 
skin acts freely, and when there is the least liability of 
the patient getting chilled after taking them. I should 
not order the baths during the cold months unless the 
patient was able to have them in his own bedroom, and 
provide himself against all risks of exposure either during 
or after their administration. 

BETINAXj apoplexy — Beti/nitis ApoplecUca, — 
Betinal hsBmorrhage may occur from disease within the 
eye, as in retinitis or glaucoma ; but it may also come on 
from some extrinsic cause, and it is this form of intraocular 
hsemorrhage we have now to consider. 

Sudden haemorrhage from the rupture of a retinal or 
choroidal vessel may arise from a diseased state of the 
heart, or an atheromatous condition of the coats of the 
vessels ; or from embolism, or from suppressed menstrua- 
tion. It may happen also in young patients, who with- 
out any evidence of disease have a morbid tendency to 
bleed, and e:diibit this predisposition by frequent attacks 
of epistaxis. In such cases the liability to retinal 
hoBmorrhage is favoured if the daily employment necessi- 
tates a stooping position of the head. A well-marked 
example of this form of retinal haBmorrhage, apparently 
due only to a peculiar hasmorrhagic tendency,came under 
my care at the nospital in a young fellow, aet. nineteen, who 
was by occupation a currier. He was accustomed to work 
for manj hours with his body bent, and his head stooping 
forwards. About eight -weeka ipcwsyaa \ft mi ^'^ifscw^ 
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him lie was at his usual employment, and after his day's 
work went to bed, feeling qnite well; but on getting 
up in the morning he was so blind that he could scarcely 
find his way to tne work yard ; and in about two hours 
he was obliged to return home, as he had only sufficient 
sight to guide himself about. The boy had suffered from 
repeated attacks of epistaxis, and only a week before he 
had lost a large Quantity of blood from the nose. Exa- 
mined with the opnthalmoscope, extensive retinal hsamor- 
rha^e was seen in each eye. There were blood clots 
in the vitreous of both eyes, and in the left a ruptured 
retinal vessel could be distinctly made out. 

Symptom8.---Occasionally there are the premonitory 
warnings of a disturbed circulation ; the patient has at- 
tacks of giddiness and dimness of vision which may last 
from a few seconds to a few minutes; he complains of 
pain in the head, or has bleeding from the nose; but 
in many cases the retinal haBmorrha^e occurs suddenly, 
without any previous indication of existing disease. The 
suddenness of the loss of sight is one of the most cha- 
racteristic symptoms. The patient may awake in the 
morning and find himself nearly blind with one or both 
eves ; or whilst engaged at his usual occupation a dark 
cloud, or, as some have described it, a red ball may seem 
to appear before the affected eve, and to gradually increase 
in size until the vision is eitner partiidly or completely 
lost. The impairment of sight produced by the haamor- 
hage depends on the extent of the effusion and the 
locality m which it has taken place. One large retinal 
vessel may have given way, and a single clot have formed 
on the surface of the retina; or there may be several 
small ecchymoses from ruptured retinal or choroidal 
capillaries. When it is from a large retinal vessel, the 
bleeding is often extensive, and the blood breaking 
through the hyaloid membrane will be extravasated into 
the vitreous, or it may force its way backwards through 
the layers of the retina, and form a clot between that 
structure and the choroid. The blindness may be com- 
plete ; or it may be central, so that the patient can only 
see on either side of the object he looks at ; or it may be 
confined to a portion of his field of vision, according to 
the part of the retina pressed on by the clot. 

Ophthalmosoopio Appearances. — If there has been 
much haemorrhage, and tKe blood hA.% X^^^n ^^Td:^^si^*^i^ 
into the vitreouB, the foudua may \i^ ^q TttaiS&.^*^s«^>^ 
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will be impossible to make oat any details. The history 
of the case, combined with the detection of blood in the 
vitreous, will, however, at once explain the cause of the 
loss of sight. When the hsBmorrhage has been of less 
extent, a retinal vessel may be often seen terminating 
in a large clot. If there have been manv small capillary 
ecchymoses, these will be clearly made out with the 
ophtnalmoscope* Frequentlv the remains of old blood- 
clots may be also seen, there having been previous 
hsamorrhax^e ; or markings on the retina may indicate 
the site which some former clots occupied. 

The prognosis is always un&vourable, for although 
some improvement may be gained by the absorption of the 
clots, yet as the exciting cause remains, the hsBmorrhage 
is very Ukely to recur. When the blood has been extra- 
vasated either into the vitreous, or formed a clot between 
the retina and the choroid, the prospect of regaining any 
sight is very slight. In such cases, as the blood is slowly 
absorbed, the vitreous becomes fluid, the retina detached, 
and the globe soft. The prognosis is most favourable 
when there is only one clot, even though it be a large one, 
providing the surrounding, retina be nealthy, and there 
nas been no extravasation into the vitreous. 

Treatment.— Inquiry must first be made as to the 
cause of the retinal hasmorrhage, and when this can be 
ascertained, the endeavour should be to remove it. If the 
hssmorrhage is due to suppressed menstruation, means 
should be taken to restore the uterine function. The 
mist, potassii iodidi (F. 91), or the mist, boracis (F. 71) is 
often of service ; or, if there is much anaBmia, the mist, 
ferri comp., or some other preparation of iron, should be 
prescribed. The regular action of the bowels should be 
maintained by the pil. aloes et myrrhaa, or the pil. aloes 

When the haBmorrhage apparently arises from heart 
disease, or a morbid condition of the coats of the vessels, 
the medical man in attendance mnst be guided by the 
symptoms which are present, and prescribe accordingly. 
In all cases of retinal apoplexy it is well to keep up a 
slightly increased action of the bowels, and for this pur- 
pose the bitter waters of Friedrichshall, Pullna, or Huny- 
adi Janos are very useful. No local application will be- 
nefit the eye ; if it is hot or painful, a fold of lint wet with 
cold water may be laid over it, or one or two leeches may 
Jtfe applied to the temple, and lepe^l^MNiJaft^ ^'Sax^x^Vis^x, 
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RETINITIS FiaUENTOSA Has derived its najne 
from the peculiar dep^osit of the pigment in the retina 
which characterises this disease. It may occur in persons 
of all ages. Generalhr the commencement of this affeo* 
tion may be traced back to early childhood, but, occa- 
sionally, " the first symptoms have appeared as late as 
the age of fiftj."* I beheve that in most cases it is con* 
genital, and m some hereditary. Both eyes are usually 
affected, and to a similar extent, although to this there 
are exceptions. Wells mentions a case in which only one 
eye suffered. liebreich has shown that retinitis pigmen- 
tosa is frequent amongst deaf-mutes, and also amongst 
the offspring of marriages between blood relatives. These 
observations have been confirmed by Mooren in an excel- 
lent paper on this subject.t 

Symptoms. — ^The characteristic signs of this disease 
are, torpidity or diminished sensibility of the retina; a 
gradually increasing contraction of the field of vision, an4 
a peculiar deposit of pigment in the retina. The first 
symptom which generally attracts attention is the in- 
ability to walk about in a dim l^ht. The patient suffers 
more or less from nyctalopia or night-blindness; by day 
his direct vision is good, but after dusk it is considerably 
impaired. The contraction of Hie field of vision increases 
almost imperceptibly year by year, but the direct central 
si^ht may remain for a long period unchanged. The 
dmiinution of the field is from the periphery towards the 
centre. If, however, the disease contmues to progress, 
the acuteness of the central vision becomes first dimmed, 
and then gradually darker, until ultimately the patient is 
blind. In many of the cases recorded by Mooren, com- 
mencing cataract in the posterior pole of the lens was 
observed in the later stages of the disease. 

Examined with the Ophthalmoscope, the retina 
presents a very striking appearance. Sprinkled in an 
apparently irregular manner, are large deposits of pig- 
ment ; some of the spots are stellated, or of a spider shape 
with many small offshoots ; others look like mere granules, 
either congregated together in groups, or scattered about 



* Bader, On the Natural and Morbid Conditions of the Human 
Eye, p. 470. 

t Ophthalmic Eeview, No. 1, p. 4. Translated from Zehender's 
Klinische Monatsblatter fUr Augenheilkunde, 1. p«QS^b^ TA«i&^- 
riah Laurence. 
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indifferently. This deposit nsnally commences at the 
penpherj and gradually extends towards the centre. 

When more oarefolly examined, the deposits of pigment 
seem in places to follow the course of the retinal yessels, 
parts of which they will oyerlay. In many cases the 
choroid is also affected, when, tcom the wasting of its 
epithelium and atrophy of its stroma, patches of it are 
rendered so transparent as to allow the white sclerotic to 
shine through and render more conspicuous the black 
patches in the retina. The retinal vessels appear small, 
but this diminution is said by Schweigger to oe due to a 
thickening of their coats and a consequent lessening of 
the calibre, which restricts the flow of blood through 
them, and to this state of ansamia he attributes the de* 
fectiye sensibility of the retina. The optic nerye has a 
pale anasmio appearance, and when the^ disease has ad- 
vanced it exhibits the peculiar dull white of confirmed 
atrophy. 

Treatment. — ^Little if any benefit is to be derived 
from medicine. The aim must be to retain the sight the 
patient has, rather than to endeavour to recover that 
which has been lost. The use of the eyes must be 
restricted ; he should avoid reading, writing, and all work 
which requires an effort of the accommodation. Small 
doses of the iodide or bromide of potassium, or of the 
perchloride of meroury have been recommended, and may 
DC tried, but they should be given up if they interfere 
with the general health. Spectacles with curved cobalt- 
blue glasses should be worn when in the open air or bright 
sunlight, as they afford rest to the eyes, and protection 
from the irritatmg effects of wind. 

DETAOHUENT OV THE BETINA may be caused-— 

1. By the extreme elongation of the coats of 
the eye wMch occurs in severe cases of myopia, 
when the retina, being less extensile than the choroid, is 
in parts separated from it, and the intervening space is 
occupied by a serous fiuid. 

2. By a diminution of the bulk of the vitreous, 
so that the retina, losing its due amount of anterior 
support, gradually becomes loosened from the choroid, 
and falling forward is at first partially and ultimately 
completely detached. This change may be induced by 
disease^ but most froquently it is the result of a pene- 

fynting wound of the eye» ^bidk. \isi>« \^^^tl ^Itker accom- 
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panled witt a loss of vitreousi or with hasmorrhage into 
its substance. 

3. By hsBmorrhage between the choroid and 
retina. — This may occur iu retinitis or glaucoma ; or 
it may be caused by blows on the eye. In most cases the 
blood-clot is ultimately absorbed, but the retina remains 
detached. 

4 By serous effusion between the choroid and 
retina. — This may occur in a normally-shaped eye with- 
out any stretching of the posterior coats as m miopia, or 
without any previous separation having been etfected by 
hasmorrhage. In some mstances it may possibly be due 
to disease of the vitreous resulting in a change of its 
structure and a lessening of its bulk ; but in many cases 
no satisfactory cause for the detachment can be detected, 
and it is therefore ascribed by some to inflammatory 
action, of which there is little or no evidence. 

5. By the presence of tumours of the choroid. — 
As the growth advances the retina is carried in front of 
it, and the detachment increases with the progress of the 
disease. 

Detachment of the retina may be partial or complete. 
It generally commences in the lower region of the fundus, 
and gradually mounts up towards the optic nerve. It 
usually occurs in one eye only, but both may suffer if the 
separation has been produced by causes which equally 
affect the two eyes, as m cases of extreme myopia. The 
tension of the globe is as a rule slightly diminished when 
there is a simple detachment with subretinal effusion; 
but if the displacement is due to a choroidal tumour, the 
tension is usually increased. 

Symptoms. — It is often very difficult to ascertain 
from a patient the early symptoms of a displaced retina ; 
they have either passed unnoticed, or in the lapse of time 
have been forgotten. Some indications of retinal irritation 
are, however, the general precursors of the detachment ; 
the patient is frequently troubled for some weeks pre- 
viously with the occasional and sudden appearance of 
bright flashes or scintillations, or of circles of Are, &c. ; 
or with floating muscse and dimness of vision. The 
symptoms which may be said to characterize a detach- 
ment of the retina are : Loss of vision in one direction, 
so that a portion of the fleld may be completely wanting ; 
the patient with the affected eye may be otA^ ^\ft \«i ^sra 
a portion of the object he looikB at, a\ka^ w ^ QJQaa^Kt <^ 
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it beinff quite dark ; or if the loss is central, the point on 
which he directs his eye is blank, whilst he can see oa 
each side of it. He complains also of a waving up and 
dovm with the movements of the head. This is cansed 
by the floating to and fro of the detached portion, and is 
recognised by the part of the retina still in sita. Another 
symptom often mentioned is that objects appear bent, 
twisted, or in some other way distorted, and is no doubt 
due to some disarrangement of the layers of a portion of 
the retina which is loosened, though not yet s^p^rated 
from the choroid. 

Occasionally an eye with detached retina becomes glau- 
comatous and verv painful. The presence of an intraocular 
tumour may be then strongly suspected. 

Examined with the dphthalmosoope.— The de- 
tachment is best seen by dwed examination^ when if the 
case is one of partial separation of the retina from the 
choroid, the deteiched poition will appear as a bluish-grey 
film, bounded by a sharp line, on one side of which is the 
bright expanse of the choroid, shining through the trans- 
parent retina, in situ ; and on the other this semi-opaque 
grey web, which is bulged slightly forwards towards the 
vitreous. Tracing the course of the retinal vessels from 
the optic nerve, they seem to be suddenly bent when they 
arrive at the line of the detachment. A partial, or an 
entire displacement of the retina, if the 'separation from 
the choroid is complete, is easilv recognised ; it is when a 
portion of the retina is rather loosened or wrinkled than 
absolutely detached that the diagnosis becomes exceed- 
ingljT difficult. This condition is recognised by a slight 
opacity of the retina at one spot, and hy noting the ap- 
pearance of the vessels, which seem to stand out at one 
point and to be lost in the shade at another, as they rise 
or fall in their passage over the foldings of the loosened 
retina. 

When the lens is cataractous, the detachment of the 
retina cannot, of course, be seen by the ophthalmo- 
scope, but its presence may be inferred from tne follow- 
ing test : — The sound eye being excluded by the patient 
placing his hand over it, with the mirror of the ophthal- 
moscope throw a column of light upon the affectisd eye, 
moving it in different directions across the eye, transversely 
and obliquely upwards, downwards, outwards, and inwards, 
and at the same time question the patient as to whether 
he can see the light, and can. BV».\/ft "ua. ^^Vk^^X* ^^<i\hs>rDL \JaRk 
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light comes. In tliis manner a good estimate may be 
formed of the perfection of his field of vision ; whether 
portions of it are defective or wanting. If a large portion 
of the field be wanting, a detachment of the retina may be 
reasonably suspected. 

The prognosis of detached retina is very nn- 
favonrable. The tendency is for the disease to extend, 
and more retina to become detached until at last the eye 
is blind. The most favourable cases are those in which 
there is a limited detachment, the result of an injury, 
probably a small effusion of bl,ood between the choroid and 
retina. A blind spot in the field of vision will always 
remain, but the rest of the retina may retain its functions 
unimpaired. Gases have been recorded where the sub- 
retinal fluid has disappeared, and the retina having again 
fallen back to its place has still retained some power of 
sight, but they are exceptional. 

Treatment. — Detachment of the retina is very intract- 
able, and generally uninfluenced by medicines given for 
the purpose of procuring absorption of the subretinal 
fluid. A spontaneous cure or arrest of the disease has 
occasionally occurred from the accidental laceration of 
the retina, and the escape of the fluid into the "^treous. 
The knowledge of this fact induced Qraefe and Bowman 
to endeavour to establish artificially a permanent rent in 
the detached portion of the retina, through which the 
fluid could extravasate into the vitreous. This they did 
by t^iaring through the displaced retina with either one 
or two needles mtroduced through the sclerotic. Von 
Graefe employed a long cutting needle, " furnished with 
two very sharp edges, and the neck of which fills the 
wound, BO as to leave no space for the escape externallv of 
the fluid.*'* Sir W. Bowman uses two rather long needles, 
which ho introduces through the sclerotic, at from a 
quarter to half an inch from the cornea, and in the space 
between the recti tendons. The eye should be first 
examined with the ophthalmoscope, to determine the 
exact position of the detachment. The operation may be 
thus performed : — 

The patient should be on a couch, and the lids being 
parted with a spring speculum, one needle should be in- 
troduced through the sclerotic at a point where it will 

— -■ 

* Graefe, On Perforation of Detached Eetioa.. TLT^x^>^aK.^^\s^ 
George Henry Kogers, K. L. 0. H. B^poxla^NoV Ys,^,'trl'l.% 
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perforate the detached portion of the retina at a promi- 
nent part. The second needle is then to be inserted at a 
short distance from the first, and so directed that its 
point shall penetrate the retina at or close to the same 
spot. To avoid the risk of wounding the lens in the 
passage of the needles* they should be thrust through the 
sclerotic nearly vertically. A rent is now to be torn in 
the retina by separating the points of the two needles. 
There is generally an escape of the subretinal fluid by 
the side of the needles during the operation, and fre- 
quently in a sufficient quantity to infiltrate a considerable 
extent of the subconjunctival tissue. The fluid is gene- 
rally of a yellowish colour, and when tested yields a large 
quantity of albumen.. 

When an eye with detached retina becomes glauco- 
matous and painful, the only treatment is to excise the 
globe. 

EM BOLISM OF THE OENTBAL AETEBT OF 
THE BETINA is a cause of blindness, and subse- 
quent atrophy of the optic nerve. The loss of sight is 
usually sudden and unaccompanied by pain. Wiui the 
ophthalmoscope the optic disc appears blanched, the 
arteries reduced to the size of threads, and the veins also 
much diminished. In some of the cases which have been 
recorded, there was a loss of transparency of the retina 
around the optic nerve and in the region of the yellow 
spot, probably due to a slight serous eflusion. 

In the case of a young woman under my care, the sight 
was lost suddenly and without any premonitory symptoms 
a fortnight after her confinement. She had no pain, but 
she experienced a sudden sense of darkness over her left 
eye, which caused her to cover the right with her hand, 
when she immediately discovered her blindness. When I 
first saw her, about six weeks afterwards, the optic nerve 
was of a milky whiteness, and the retinal arteries were 
dwindled to mere lines, two or three of which were evi- 
dently only empty tubes. 

The prognosis is unfavourable. No treatment is of 
any avaiL The only consolation to be oflered the patient 
is, that there is no reason to suspect that the other eye 
will sufler. 

aXriOMA OF THE BETINA.— See Intraocular Tu- 
moura, page 206. 
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craTS OF TBB BETIHA are occaaionall; fonnd in 
eyes which have been Ions loat, and appear to bv daa to 
dnrenerative changes. In a paper bj U. Iwanoff, on 
" The different Forms of InSammation. of the Betuia," 




read before the OphthalmoloKical CoDgress at Heidelberg, 
in September, ISol, be allacMB to three specimens, con- 
taining respectivelj one, five, and seven cysts. The first 
example ot this disease noticed in this country was in an 




The other lilt of tbe eame eye, with the posterior halt 
of the ratinii tnmeil forwiirds, to show the poiltion of the 
oyttt OD its choroidal aorface. 



■a which I removed from a patient at the Ophthalmic 
Jodpital. The man had received a penetratiiL% -vcj^i;^^ 
of the eye fifteen years previoi»\y -, sitei ^!b» wssAsn^.^* 
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only retained perception of light, and in tbe next eigh- 
teen months the ey^e became totaUy blind. He came 
nnder my care in ISTovember, 1867. The lost eye was very 
painful, its tension was increased, and it was affecting 

frejudicially the sound one. Under these circumstances 
removed the eye. On making a section of it the retina 
was found sHghUy detached from the choroid, and its 
outer aspect was studded with cysts of various sizes, the 
largest about that of a small pea. They were eleven in 
number, and each appeared to bulge out from the cho- 
roidal aspect of the retina, and to be formed hj the sepa- 
rated layers of that structure. The specimen was 
exhibited at the Pathological Society, and in the " Trans- 
actions,'* vol. xix. D. 362, will be found a full account of 
the case, with the following report of the examination of 
the cysts, made by Mr. Vernon, who was then the curator 
of the museum at the Ophthalinic Hospital : — ** The cysts 
appear to have been formed at the expense of the outer 
layers of the retina. Their walls consisted of a very fine 
tissue of delicate fibres, which contained many nuclei of 
their own, and which were closely interlaced with small 
nucleated cells, intermingled with round highly refracting 
bodies, the remnants of the granular layers of the retina*. 
To the outer walls of the cysts which were examined, some 
of the choroidal epithelium was adherent, while their inner 
surfaces were lined with squamous epithelium. Many 
of the cells in the cyst-walls contained fatty granules. 
With acetic acid the fibres forming the cyst-walls ap- 
peared to consist of comiectiye tissue without any elastio 
element. 

DISEASES OF THE CHOBOID. 

DISSEICINATBD OB EXT7DATIVB OHOBOIDITZS 

is most frequently the result of syphilis, but it may also 
occur in patients who are free from all specific taint, and 
from causes too indefinite or remote to be accurately traced. 
It is characterized by disseminated buff-coloured exuda- 
tions on the surface and into the tissue of the choroid. 
These effusions are generally circumscribed, and between 
them portions of unclouded choroid are seen through the 
retina. As the disease progresses, the diffused lymph is 
absorbed, but a portion of the choroid corresponding to 
.many of the patches becomes atrophied, and frequently 
:io such an extent as to allow t\x<^ ^oitA ^ciUtotlc to shrne 
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throngli its attenuated remains. Around these white 
patches the choroidal epithelium filled with pigment col- 
lects and encircles them with a black rim. Frequently 
the retina becomes secondarily affected, and choroido- 
retinitis is established. Without, however, being involved 
in the inflammatory action, portions of the retina may be 
60 pressed on by the exuded lymph as to cause a tem« 
porarv suspension of its functions, and, if lon^ continued, 
atrophy of its structure. A general turbidity of the 
vitreous with filmy opacities are frequently associated 
with this form of choroiditis, and especially if it has a 
syphilitic origin. 

General Symptoms. — A gradual failure of sight; sur- 
rounding objects appear dark and confused; occasionally 
the field of vision is contracted, or parts of it are de- 
stroyed, so that in certain directions tne patient sees only 
a portion of the object he looks at. The pupil is lightly 
dilated and sluggish. These symptoms, however, are 
common to other deep-seated affections of the eye, and it 
is only by the aid of the ophthalmoscope that the exact 
locality of the disease can be determined. When thus ex- 
amined, the patches of exudation will be seen scattered 
over the fundus of the eye ; those that are recent wUl be 
recognised as opaque yeUowish spots, whilst the site of old 
effusions will be here and there indicated by the glistening 
white of the sclerotic shining through the atrophied por- 
tions of choroid, which are mapped out by an aggregation 
of pigment cells. When the inflammatory action is con- 
fineid to the choroid, the retinal vessels may be clearly 
traced throughout their course, and in places mounting 
over the effusion which is beneath them ; the retina itseS* 
is transparent, and allows the portions of bright choroid 
unobscured by lymph to shine tnrough the spaces between 
the exudations ; and there are none of the naemorrhages 
which are so characteristic of most of the forms of reti- 
nitis. If the retina is affected, as ver^ frequently 
happens when this disease is due to svphihs, a diffused 
haziness of a part or whole of the fundus, with interrup- 
tions in the course of the retinal vessels from inflamma- 
tory effusion, will mask many of the ophthalmoscopic si^ns 
already mentioned. When in addition to the retinitis 
there is also a turbidity of the vitreous, it is often impos- 
sible to make out the details of the changes which may 
have taken place, but snfficient informatLon. Y(ill'^x^'^2^ 
be gained to form a diagnosis oi t\k!^ c^iaa* 

0^ 
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There are two forms of disseminated choroiditis, the 
syphiUtic and the simple. 

In the syphilitio the exudation is very circumscribed, 
and often in nodules closely resembling those which are 
so frequently seen in the specific iritis, and there is no 
tendency for the effusions to run together. This exuda- 
tive choroiditis sometimes occurs as an extension of the 
iritis, and it is then associated with, or follows closely 
upon, the secondary eruption of the skin. It is also met 
with during the tertiary symptoms of syphilis, but it is 
then usually complicated with retinitis. 

In the simple form of disseminated choroiditis there 
is no history of sy]philis. the disease rather resembles the 
simple iritis in which tne effusion of lymph is small in 
quantity and evenly diffused. The patches on the choroid 
are less circumscrioed, and they have a tendency to 
coalesce. The disease is more chronic and less amenable 
to active treatment. 

Treatment. — If the disease is due to syphilis, the 
treatment which was recommended for retinitis syphilitica, 
page 183, should be adopted, but with certain restrictions. 
When the disseminated choroiditis follows or is associated 
with the secondary skin eruption, the iodide of potassium 
(F. 91), with the mercurial bath (F. 4) every night, or 
with pil. Plummer. gr. 5 every other night, may oe oraered; 
or if the patient has not yet been under the influence of 
mercury, the unguent, hydrarg. may be rubbed into the 
uxilla or inner side of uie thigh every night until the 
gums are slightly affected. If, however, the disease does 
not occur until the tertiary period of syphilis, the prepa- 
tions of the hydrarg. percmorid. with bark (F. 101) ; or 
the mist, potassii iodidi cum hydrarg. perchlorid. (F. 98) 
will be the most useful. 

In the simple disseminated choroiditis, small doses of 
iodide and bromide of potassium (F. 97) or of the liq. 
hydrarg. perchlorid. should be prescribed and continued 
for some weeks, and at the same time a slig[ht mercurial 
counter-irritation may be kept up by rubbmg a little of 
the unguent, hydrarg. iodidi rnbri (F. 132) into the temple 
every night. If, however, the patient is very feeble and 
ansBmic, the mercurial medicines should not be given in* 
temally, but full doses of quinine, or quinine and iron, 
should be ordered, and the unguent, hydrarg. c. belladonna 
(F. 126) rubbed into the brow and temple every night. 
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SOLEBOTIOO-OHOBOIDITIS FOSTEBIOB. -7 Poete- 
rior Staphyloma — ^is a prolongation of the posterior half 
of the eye, accompanied with atroi>hy of the choroid, 
caused by the stretching to which it is subjected by the 
staphyloma. It is usually found in all cases of severe 
myopia. When the disease is stationary, the myopia re- 
mains unchanged, and the patient suffers no incon- 
venience. If, however, it is progressive, the myopia in- 
creases, and the acuteness of vision frequently diminishes. 
The patient also often complains of black muscae, some- 
times like falling soot, and of occasional flashes of light, 
with other symptoms of retinal irritation. If the eye be 
now examined with the ophthalmoscope, there will pro- 
hahlj be found changes in the choroid, indicative of pro- 
gressive atrophy : the white crescent on the apparent 
inner side of the optic nerve will have grown larger, and 
its outline irregular ; and scattered here and there will 
be white atropmc patches. Occasionally one or more of 
these spots will coalesce with the myopic arc so as to 
greatly enlarge its area. Such eyes are liable to become 
glaucomatous ; they are also occasionally subject to de- 
tachments of the retina, and to small hsBmorrha^es from 
the choroidal capillaries. A further account of sderotioo- 
choroiditis posterior will be found in the Article Mtofia, 
page 249. 

Treatment. — Absolute rest to the eyes, and the direc- 
tions for myopic patients given in the Article Myopia 
should be strictly carried out. If there are rapidlv pro- 
gressing changes in the choroid, small doses of the liq. 
hydrarg. perchlorid. (F. 101) may be prescribed. 

SUPPUBATIVBOHOBOIDITIS— Opfe^/fcaW^w— Pan- 
ophthalmitis — ^is an acute suppurative inflammation in- 
volving all the tissues of the eye. It is most frequently 
induced by an injury such as a penetrating wound, or the 
lodgment within the globe of a foreign body, or an abra- 
sion or burn of the cornea. It may also follow cataract 
or other severe operations on the eye, and occasionally it 
will come on in patients suffering from pvaamia, or ex- 
hausted by fever, or by long-continued bad living. 

Symptoms. — Great vascularity of the eye, with che- 
mosis of the conjanctiva, and oedematous swelling and 
redness of the lids. 

The aqueous first becomes aeicouft, AJcL<wv\»\vf<sv^ \xw». 
corpuscular lymph and puB •, aad. W\ft^^ w«iBAs^*w^ *^^ 
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bottom of the anterior chamber constitate the state known 
as hypopion. 

The iris loses its striation and brilliancy from inflam- 
matory eradations on its surface and into its substance, 
and the pupil becomes blocked up with the like materials. 

The cornea becomes dull ana steamy, and pus may be 
infiltrated between its laminsB, a condition recognised as 
onyx or corneal abscess, or an irregular slouglung ulcer 
may appear on its surface. 

Such are the visible changes which are rapidly induced 
by an attack of ophthalmitis; but similar mischief is 
also going on in the deeper parts of the eye. 

The ciliary processes become infiltrated with lymph 
and pus, and matted to each other. 

The vitreous htunour grows turbid, and lymph and 
pus are efPased within it. The same exudations also 
take place on the surface of the retina, and in some 
cases oetween the retina and choroid, and between the 
choroid and sclerotic, all of which tissues may be covered 
with morbid deposits, and even separated the one from 
another by them. 

The pain of ophthalmitis is always very severe. It 
is supra-orbital, extending up the side of the head ; it is 
around the orbit and down the side of the nose, and in 
the eye itself. At first neuralgic in character, sometimes 
acute, at others dull and aching, but, as the disease ad- 
vances, hot and throbbing ; the pain is usually sufBcient 
to destroy sleep and to produce severe constitutional 
symptoms. 

Tne prognosis of ophthalmitis is very unfavourable. 
Occasionally, under jucficious treatment, combined with 
other favourable circumstances, the inflammation may 
subside, and a useful, although a somewhat damaged, 
eye be preserved. Generally, however, the activity of the 
disease continues unabated, and does not expend itself 
omtil all the tissues of the eye are involved in one general 
suppuration. The cornea then gives way, or the pus 
makes an exit for itself through the sclerotic between the 
insertions of two of the recti tendons. 

Treatment. — ^The eye should be frequently fomented 

with 'the fotus belladonnsB (F. 9), or with the decoction of 

poppy heads. A solution of atropine, gr. 1 ad aquas S 1» 

Bbonld be dropped into the eye twice or three times 

a day; but it snonld "be di8Goii\.\xiTv^6c ^a useless when 

Buppnr&tion has actTxaWy set m, 1V^ v^\«iiX» ^^^-^^^^ri 
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kept in a darkened room, and all use of the eyes should 
be prohibited. The bowels should be acted on at the 
commencement of the attack, and if the patient is rest- 
less, sleep should be produced, and the pain relieved by 
opium, in these cases opium is usually of the greatest 
service ; it assuages the pain, tranquillizes the patient, 
and places him in a more favourable condition for re- 
covery. Whilst there is hot skin and thirst, salines and 
diaphoretics should be prescribed, but these must soon 
give place to quinine or bark with the mineral acids. 
The strength of the patient should be maintained by a 
liberal strong beef-tea diet, with a moderate allowance of 
wine or brandy. But if the inflammation goes on, and 
the cornea becomes ulcerated, or infiltrated with pus ; or 
if there is hypopion with the eye painful, and the an- 
terior chamber deepened by the increased secretion of 
the aqueous, tapping the antenor chamber with a broad 
needle will sometimes afford very considerable relief and 
materially benefit the e^e. The activity of the disease 
is frequently sensibly diminished after one such opera- 
tion. It is not, however, a proceeding which should be 
undertaken rashly, as, when it fails to do good, it ofben 
seems to irritate the eye and increase the urgency of the 
symptoms. In some bad cases of ophthalmitis which 
have been under my observation, I am satisfied that the 
ultimate destruction of the eye has been hastened by an 
injudicious paracentesis of the cornea. When the opera- 
tion gives ease, it may be repeated at intervals of twenty 
four or thirty-six hours if the pain and acute symptoms 
recur ; but if, after once- tapping the anterior chamber, 
the pain in the eye is increased, it should not again be 
attempted. 

If all treatment has failed to arrest the progress of the 
disease, and suppuration of the globe has actually set in, 
I would advise the eye to be excised. The patient will 
thus be quickly restored to health, and be spared much 
suffering. In my own practice I have never had any un- 
favourable symptoms follow the excision of a suppurating 
eye. 

DEPOSITS OF BONE OK THE CHOBOID are fre- 
quently found in eyes which have been long lost. The 
bony matter is on the anterior surface of the choroid, 
between it and the retina, which, ia «\^«J5^ ^^Jvaj3afc^^»SSw 
usually coarcted. In some caa^a »» txv^x^ q^^"&s5, ^iias^ ^>a^ 
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found lying on the choroid (Fig. 47), whilst in othen 
there is a thick bony can, eaScieut in Bize to occupy 
nearly the entire Btomp (Pig. 48). 




Fig. i7 ia the drawing ot b aeelion of im eye which I re- 
moved from a patient, mt. thirty, Bhe had Inat all sight in 
it from an injur; eighteea years before coming under nnr 
caro. The giobs wm ehrunk abont one-third; at timea it 
was very painful, and it had lately been Eubject lo frequent 
recurrences ot inflammation, during each of which her sound 
eye aympathiKed. 

The entire retina, was detached and coareled; the choroid 
w&e in Bitn with the ackrotic ; but lying on its anterior sur- 
face sronnd the optic nervo was a delicate film of bone. 

It aeema very probable that the formation of these 
bony plateB iB due to an inflammatory exudation of 
lymph on the aarface of the cboroid, which after a lapse 
of tune becomea organized and converted into fibrona 
tisane. Tbia afterwarde nnderKoea a further change ; 
oaseons grannies are deposited within it, and it De- 
comea bone having all the characters, both anatomical 
and chemical, which distinguish tbia tiasue in other 
parta of the body. The cup of bone is uaaally per- 
forated near ita centre by a small canal, through 
which pasaes a band of the atrophied retina back to the 
optic nerve. 

Whilat bone ia thus being developed in the fnndna 
of the eye, eartbj ealta, such as the phosphate or 
carbonate of lime, axe frequently at the same time 
being deposited in the lens, if there ia one, and be- 
tween the laminiB of the cornea, or, if that has 
been destroyed, in the cicatricial tiasue which has re- 
placed it 

In a report of a specimen of "bone from the inner 
Bortaee of the elioroia," ty Mi, 'H.^!S!te,\ii.'iw"'SttilM. 
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logiool Tranaactiona," voL viii. p. 320, ha has siren 
tbe drawings of the micTOBcopicat appearances oi tke 
sections he ezaniiiied. He found la them all the 
elements of tme bone — a complete sTstem uf vascular 
canals, with lacDcte oiid canaliculi. In the mere scales 
of bone, however, which he has since examined, he 



Fio. 48. 




Fig. 48 represiiuts an eicepUocsllT large cop of bauu in the 
stump of aa eye ivliich bad beeu lost tor more than ulity yeare. 
TliB patien^ an old lady, bbL aiily-one, nevflr had any annoy- 
■Doe from it until about four moatha before coming to the 
hospital, when it began to give her pain, aod eince then she 
haa Buffered with it eeTerely, The right eye presented all 
the naual symptoms of sympathetic irritation, I therefore 
excised the etump of the lost eye. wLicli was sbrniik to the 
size seeu in tho woodcut. 

has told me tliat he has been unable to detect any 
rascniar canals, bnt in all he has seen the lacnnsa and 
canaliculi. This is probably simply due to the fact that 
such delicate films of bone were too thin to admit of 
vaBCnlaT canals. 

COLLOID DEaBirBBATION OF THE CHOXOIS 
is one of the changes which are apt to take place in 
e^es which have been lost from cither acccident or 
disease. It ma^ occur at an^ period of life, and 
may be met with in eyes which have retained their 
normal shape, as well as in those which liave become 
Bhrnnken. Colloid globules are seen on making a 
section of the eye as small white bodies scattered 
singly or grouped in little masses projecting be;rond 
the surface of the choroid. Biamined with tne raicro- 
Bcope they present a peculiar and chamcte'cwX^K. wayKa.x- 
ance. When fresh they axe eeeix qa X.tuas^^x^^^'^^'^'^ 
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globules, which refract the light strongly, and somewhat 
resemble the bright translacent crystals of white sn^pr 
candy. In a paper by Mr. Holke, he says, "Their size 
varies from the i^^ to^^j^ of an inch. The largest lock 
like tiny seed pearls strewea over the inner surface of the 
choroid. They adhere very intimately to the elastic 
lamina, and indeed appear to be continuous with it." In 
an eye examined by Mr. Hulke immediately after its 
removal, in which the choroid was studded with colloid 
globules, he saw " the blood corpuscles gliding along the 
capillary vessels in continuous unbroken columns beneath 
(that is, to the outer side of) the colloid globules, a 
phenomenon which completely established their respective 
positions, and one from which v/e may conclude that 
these vessels are not primarily affected, although at a 
later period they may become implicated. Commonly they 
present no traces of structure, out occasionally they are 
marked with concentric lines."* 

Bonders considers that the colloid globules originate in 
the hexagonal pigment cells, whilst Muller re^rds them 
as adventitious thickenings of the elastic lamina behind 
the hexagonal epithelium. Mr. Hulke further states that 
" the colloid globules are very prone to calcify. In this 
state they form stony glandiform masses, with a finely 
granular surface, or beads of a dull glassy aspect, and 
the larger concretions are plainly visible to the unaided 
eye." 

Colloid degeneration appears to be most frequent in 
eyes which have been subject to repeated attacks of in- 
flammation. In one case which came under my notice, 
these degenerative changes excited sympathetic symptoms 
in the sound eye, whicn ceased on the removal of the 
affected one — a shrunken globe lost from an injury four 
or five years previously. 

TTJBEBCIiES IK THE CHOBOID may be frequently 
found in patients who are suffering from acute tuber- 
culosis. In the cases which have been recorded they 
produced no defect of sight. With the ophthalmoscope 
they may be recognised as "small circular circum- 
scribed spots of a p^e rose colour, or greyish- white tint, 
and vary in size from 3 to 2*5 mm. They are chiefly 

* Hoyal London Ophthalimc 'Hos^ilaX "R^i^oftKa, nq\. \. ^^, 70 
and 180. 



INJURIES OF THE CHOROID. 203 

situated in the vicinity of the optic disc, but may extend 
occasionally to a considerable distance from it." * 

Dr. Conpland has related in the ''Pathological Transac- 
tions/' vol. XXV. p. 215, a very interesting case of general 
tuberculosis in a child, sat. eight, who died of tubercular 
meningitis. Tubercles were detected in the choroid 
during life, and verified after death. 

Dr. Gowers, in his " Medical Ophthalmoscopy," second 
edition, p. 148, says, "Tubercles of the choroid may 
now and then be found in tubercular meningitis, and 
furnish valuable diagnostic information. But they are 
less frequent, as Connheim pointed out, in tubercular 
meningitis than in general tuberculosis without menin- 
gitis." 

HJEMOBBHAQE FBOM THE CHOBOID may occur 
from injury (see next Section, Injuries of the Choroid), 
or it may be occasioned by disease, as in glaucoma, 
sclerotico-choroiditis posterior, or retinal apoplexy. See 
the Articles on these subjects. It may also be produced 
by prolonged and excessive strain of the eyes at close 
worK, and especially if during its continuance the head 
has to be maintained in a stooping position. 

The Treatment must depend on the exciting cause 
of the hsemorrhage. (See Articles, Glaucoma, Sclero- 
tico-Ohoroiditis Posterior, and Retinal Apoplexy.) 



INJURIES OF THE CHOROID. 

INJUBIES OF THE CHOBOID are usually followed 
by immediate hsBmorrhage, which always seriously affects 
and often completely destroys sight. A blow on the eye 
may cause a rent m the cnoroid, either with or without 
rupture of the external coats ; or the choroid may be 
lacerated by a penetrating wound through the sclerotic. 
HsBmorrha^e at once takes place from the torn choroidal 
vessels, and according to the site and severity of the 
injury the blood may be extravasated :— 

1 . Between the choroid and retina. 

2. Between the choroid and sclerotic. 

3. Into the vitreous humour. 

1. HsBmorrhage between the choroid and retina 



• Soelberg Wella* Treatise on the "E^e, .^^^^"^ ^^^'^'^^'^'»'^* ^^^' 
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is generally caased by blows on the eye, and may occur 
either with or without raptnre of the external coats. The 
blood is poured out from the anterior surface of the 
choroid, and a clot is formed between that structure and 
the retina. When the clot is small, it may be absorbed, 
and the eye may regain useful vision, but there will 
always remain a blind spot corresponding with the 
portion of retina which has been detached. If the haemor- 
rhage is severe, there will be necessarily an extensive 
separation of the retina, and the eye for all useful pur- 
poses will be destroyed. 

2. HsBmorrhage between the Choroid and 
Solerotio, uncomplicated with hemorrhage in any other 
part of the eye, is most commonly produced by an escape 
of the lens and a sudden loss of vitreous through a wound 
in an unhealthy eye : thus withdrawing unexpectedly the 
support which the choroid and retina had derived from 
these structures, when, in their entirety, they occupied 
their normal position within the globe. 

In a healthy eye, the lens and a large amount of vitreous 
humour may be lost through a wound of its external 
coats, without exerting any very unfavourable influence 
on the retina or the choroidal vessels ; but in an unsotmd 
eye, a similar loss would probably produce haemorrhage 
between the choroid and sclerotic. It is this form of 
hssmorrhage which occasionally occurs after an operation 
for the removal of a cataractous lens from an unsound 
eye. Indeed, it is almost certain to happen if there be an 
increased or glaucomatous tension of the eye at the-time 
of operating. In such cases the haemorrhage takes place 
from the posterior surface of the choroid, detaching some- 
times partially, but generally completely, the choroid 
from tne sclerotic, and forming a lar^e blood clot, it 
pushes in front of it the choroid and retina, and extrudes 
more or less of the vitreous from the eye. 

When hasmorrha^e between the choroid and sclerotic is 
occasioned by blows on the eye, the bleeding is seldom 
confined to the space between the choroid and retina, but 
takes place also in other parts of the eye, and blood is 
often found on the retina, between it and the choroid, and 
in the vitreous. 

3. Heemorrhage into the Vitreous may occur from 
an injury of the choroid. If the haemorrhage is severe, the 

blood frequently bursts thtou-gVi \i\i^ Te>\.vaa» mvL hyaloid 
membrane, and extravasatea ita^Ai vqX» ^^ Ti.\?t^-\i^Vi^, 
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For a further account of h89morrhage into the vitreous, 
see the Article in the Chapter on the Diseases of the 
ViTEEous, page 136. 

The Prognosis of choroidal hasmorrhage is always un- 
favourable. It is only when the bleeding has been slight 
and limited to a small surface that even a hope can be 
held out that a certain amount of useful sight will be 
retained. If in such a case the patient progresses favour- 
ably, he will probably recover with some valuable sight, 
but he will not regain that which was destroyed by the 
blood clot : one blind spot in his field of vision will indi- 
cate the extent of retina which has been detached, and 
the loss the eye has sustained. When there is extensive 
choroidal haemorrhage, the eye for all visual purposes is 
lost; no matter whether the blood is effused into the 
vitreous, or between the retina and choroid, or the cho- 
roid and sclerotic. If the eye does not suppurate, and 
as a rule it does not do so if the external coats are 
entire, it gradually under treatment subsides into a 
quiet state, becomes soft, and somewhat smaller than the 
other. 

Treatment. — Immediately after the injury a leech or 
two may be applied to the temple with the hope of pre- 
venting any undue inflammatory action ; and a fold of 
lint or linen dipped in cold or iced water should be placed 
over the eye, and wetted as often as it becomes dry and 
hot. Two or three drops of a solution of the sulphate of 
atropia, gr. 1 ad aquae ^ 1, should be dropped into the eye 
twice a day. It will exert a sedative innuence, and also 
act beneficially on the pupil if any active inflammation 
comes on. Complete rest should be given to the sound 
eye by abstaining from all work, and the exclusion of 
strong light from the room. Tliere are no special 
applications or medicines which can be given witn the 
view of favouring absorption of the blood which has been 
eflused. 

INTRAOCULAR TUMOURS. 

Intraocular tumours may be said to be of two kinds, 
each of which will admit of certain variations. 

1. Glioma which grows from the retina. 

2. Sarcomatous tumours which grow from the choroid) 
It is very rare to find a carcinomatoTia ^qs^Vl^^^Soos^ 

theglobe^ so rare indeed tha^ mau'^ ^^^ic^<^^\5^ ^^^^ 
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whether carcinoma or true cancer ever originates within 
the eye. The tumours which have been described as en- 
cephaloid, medullary and melanotic cancers have evidently 
been either gliomas, or soft sarcomas, and sarcomas deeply 
coloured with pigment. 

GLIOMA OF THE BETINA.—The terrible disease which 
has received this name was formerly known as encephaJoid 
or medullary cancer, and by some pathologists it is now 
called enccphaloid of the retina. In appearance a glioma 
resembles very closely brain-substance. It is soft, of a 
white or yellowish-white colour, and springs from the 
connective tissue (the neuroglia) of the retina. In struc* 
ture it consists of a finelv granular or amorphous inter- 
cellular substance, in which are embedded spherical, 
roundly oval, and occasionally spindle-shaped cells. As 
it g^rows, portions of it frequently undergo fatty degene- 
ration and become so soft as to be almost fluid, wlulst other 
parts become chalky or calcareous. It is usually of rather 
slow growth, extending over a period of from one to two 
years before it completely distends the globe and bursts 
through the sclerotic or cornea. The disease spreads by 
infection, which travels along the optic nerve, and after 
death a similar growth is frequently found in the brain 
in direct communication with the optic tracts. It seldom 
produces secondary tumours in the abdominal or thoracic 
viscera ; but Knapp has recorded one case in which thero 
were secondary gUomas in the liver, lungs, and diploe of 
the bones of the cranium.* 

Glioma is a disease of early life, and, as far as my ex- 
perience goes, it is limited to childhood. The youngest 
patient I have had under mv care was an infant six 
weeks old, in whom the ^owth was probably congenital, 
and I have not met with a retinal glioma in a child 
beyond the age of five years. ICnapp mentions two cases 
in which there was reason to believe that the gliomas 
were congenital. The disease is very recurrent, ana is apt 
to return in the orbit after the eye has been excised, and 
also to appear in the other eye. There are, however, 
occasional exceptions to the recurrence of the glioma 
after the diseased eye has been removed. In 1872 I ex- 
cised the right eye of a child, set. two years and eight 
months^ on account of a glioma of the retina, and 

* Knapp, On luln^xvlLBiX "^^xaorax^. 
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after more than seven years there was no return of the 
disease. 

Symptoms. — A rapid diminution of sight, with more 
or less dilatation of the pupil. In the early stage of 
glioma there is no pain, and the disease is usually first 
discovered by the mother or attendant noticing a bright 
yellow reflex from the fundus of the globe, and then, on 
closing the sound eye, it is found that the affected one is 
almost, if not completely, blind. The refracting media 
are generally clear, so that the growth of the tumour 
may be easily watched. As the disease advances there is 
an increased tension of the globe, and then the eye 
becomes })ainful and the child restless, frequently crying 
and starting in his sleep. . The lens and iris are pushed 
towards the cornea, and the pupil becomes dilated and 
inactive. At a later stage of the disease the lens becomes 
cloudy and the cornea dull, and the tumour bursts its way 
through the globe and appears externally. It now seems 
to grow wiUi an increased activity, and forms a f ungating 
mass from which there are frequent recurrences of 
haemorrhage, and the child dies either worn-out by pain 
and exhaustion, or from meningitis caused bv an extension 
of the disease to the bram. Examined with the ophthal- 
moscope, the tumour will be seen occupying a limited 
portion of the retina, and with blood-vessels on its 
surface, which clearly belong to the new growth, and in- 
dicate its great vascularity. In the immediate locality of 
the tumour the retina is detached, and this separation 
increases with the advance of the disease* 

Treatment. — ^The only chance for the patient is an 
early excision of the globe ; and should the two eyes be ' 
affected I would excise both, provided the sight has been 
already destroyed, and the tumour has not burst throuffh 
the external coats. Such an operation would afford vie 
only hope for recovery, whilst at the same time it would 
save the patient much ultimate suffering. On several 
occasions I have been induced to remove the second eve, 
for the sole purpose of procuring some temporary relief 
from the excessive pain induced by the over-distended 
globe, and at a time when there was not the sl^fhtest 
prospect of arresting the disease. In each case the 
operation eave so much ease, that under similar circum- 
stances I snould not hesitate to repeat it. 

SAltOOKA OF THB 0H0&01D«— "lo Nih^"!^ ^^S^ss^ 
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has also been applied the terms medullary sarcoma 
and medullary cancer. Adopting the definition given 
by Arnott in his work on cancer, ** a sarcoma is almost 
entirely a cellnlar growth with more or less of a visible 
intercellular snbstance/' and the cells may be either 
Tound, oval, or spindle-shaped, each containing a nucleus 
and nucleolus. " In these several varieties, however, the 
one character remains — viz., that the bulk of the tumour 
is built up of simple cells, bound together by a scanty 
homogeneous or granular semi-fluid substance. Hence a 
marked distinction from carcinoma, in which the colls are 
as a rule quite free from any visible intercellular material 
and float m the meshes of a fibrous stroma.'' * 

A sarcoma of the choroid starts from the connective 
tissue of the choroid ; it has a strong tendency to recur in 
the vicinity from which it originated after it has been 
removed, and it will frequently give rise at a later period 
of the disease to seconoary tumours in other organs, as 
the liver^ lungs, or kidneys; but, according to Bil&oth, of 
Vienna, it rarely infects the lymphatic glands. 

Progress of the Disease. — A small nodule first 
appears on the choroid, which detaches the portion of 
retina with which it is in contact, and loosens also that 
which surrounds it. As it grows it pushes forward the 
retina, displaces the vitreous, and presses the lens and 
iris towaros the cornea. Frequently the globe loses its 
normal shape, and dark bulgings will l^ seen in the 
ciliarv region. The cornea grows dull, then ulcerates, 
and through the opening the tumour crops out; or else 
it makes an exit for itself posteriorly, and bursting 
through the sclerotic, it extends itself into the orbit. 
Having escaped from within the globe, it seems as if it 
had acquirea new vitality, and grows ^vith an increased 
vigour. If the tumour has burst through the globe ante- 
riorly, its surface after a time ulcerates and bleeds, and it 
assumes an appearance which has given to it the name of 
"fungus hsematodes." The attacks of hsemorrhage in- 
crease in frequency with the advance of the disease until 
the patient at length sinks, worn-out with pain and loss 
of blood. Such is the history of a case wmch has been 
allowed to proceed to its termination unchecked by 



• Amottf On Cancer: its YariQties, their Histology and Diagnosis, 
page 48i 
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surgical treatment, but fortunately these examples are 
now. rare. 

Symptoms. — ^The first symptom which generally 
draws attention to the eye is the loss of sight, which 
may be either partial or complete according to the size 
and situation of the tumour. At the commencement of 
the disease there is usually no pain as a warning of the 
approaching evil, but as the tumour erows and £stends 
tne globe, there is often excessive simering. The diag- 
nosis of a choroidal tumour in the early stage is fre- 
quently very difficult; but with the ophthalmoscope it 
may be detected at a period when the onljr symptom is a 
loss of sight in a portion of the field of vision. 

It shomd be remembered that daring the progress of 
growth of an intraocular tumour, an increased tension of 
me globe frequently occurs, and that, from overlooking 
the cause of this glaucomatous symptom, mistakes have 
occasionally been made by treating such cases with 
iridectomy. 

Melanotio Sarcoma of the Choroid, called also 
Melanotio Cancer, is the same disease as the sarcoma 
of the choroid described in the preceding section, the only 
difference being the addition of the black pigment which 
is scattered in varying quantities throaghout its struc- 
ture. I have on two or three occasions seen the identity 
of sarcoma and melanotic sarcoma well illustrated by the 
changes which have occurred in the growth of the tumour. 
Whilst confined within the globe, the sarcoma in each 
case was deeply coloured with pigment, so as to be in parts 
absolutely black ; but having Durst through the sclerotic 
posteriorly, it grew with an increased rapidity, and the 
extraocular portion was white. The tumour external to 
the globe was the same growth and continuous with that 
which was within the eye ; both were sarcomatous, but 
the addition of pigment made the parts within the globe 
melanotic. 

The Prognosis of choroidal tumours is generally unfa- 
vourable. The best chance is afforded the patient when 
the disease is detected early, and the eye removed before 
the tumour has attained a large size. It is of the 
greatest importance that the eye should be excised before 
the tumour has burst through the external coats, as 
when the disease has reached this stage there is the pro- 
bability that the neighbouring tisaui^ft Ic^a.^^ W^^tsa^ 
infected by it. 
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Treatment. — Ezcisioii of the e^e. If the tamoor haa 
made its wa; through the aolerotio, the chloride of mne 
paste (F. 7) ahoald be applied to the tisBues in the orUt, 
in the maimer recommended in the Section Tkuthbht or 
Orbital Tdkooks. 

bajt qom a of tee ohoboid obiqinatina in 
Z08T STBS. — E^ea which have been long lost either 
from injarj or disease oocasionallj become the seat of 
sarcomatoua tumouin from the choroid. It is tme that 
BDch cases are comparatively rare, vet thej occur with 
snfficient freqnenc^ to ehow that the desenaratiTe ohangea 
which tAke place in eyes which have been destroyed Eijr 
accident or disease are faTOnrable for the prodaction u 
aarcomatons growths. Fig. 49 represents a section of an 
eye I removed from a patient, st sixty-nine, who had 
anfEsred from an acnte inflammatory attack twelve yean 

Fid. 10. 




previoQsly, which had completely destroyed the aighb 
Since thai time the eye bad been repeated^ inflamed. 
Fonr or five montbe before he last came nnder my oare 
the e^e had began to bolge, and the pain, whioa waa 
occasional, had now become constant, and at night the 
exacerbations were very severe. Under these circnm- 
stanees the patient wished to have the globe removed, 
although he bad on several previous occasions refused to 
submit to the operation. From the report of Mr. Nettle* 
ship, the curator of the mnseum at the Bo^l London 
Ophthalmic Hospital, the tumour was a spindle-celled 
sarcoma which took its origin from the choroid, after- 
words spread into the retina and optic nerve, and passed 
fiitiier tarongrh the nerve or B<:\et<^'ut\D.\a'Oa«Vi;<»XLiJaT 
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tissue outside the globe. The conical-shaped tumour 
which sprang from the optic nerve was probably a 
seoondaiy formation.* 

Mr. Streatfeild has also related a case in which an old 
man lost the sight of one eye from an inflammatory 
attack thirteen years before coming under his care. The 
eye remained snrunken and quiet until within the last 
three or four months, when it rapidly enlarged. Mr. 
Streatfeild removed the eye ; and after excision the globe 
was found filled with a sarcomatous growth which had 
passed outwards, rupturing the sclerotic, and had formed 
a large extraocular tumour. 

DISEASES OF THE OPTIC NERVE. 

There are two forms of neuritis or inflammation of the 
optic nerve. 

1. OPTIC NEX7B1TIS — Papillitis, — Descejiding Neu^ 
rUis. — The pathological changes originating in structures 
beyond the eye. 

2. KETJBO-BETINITIS.-'The pathological changes 
originating loithin the eye. 

1. Optio Neuritis — peaceiiding Neuritis. — ^The inflam- 
matory changes are mainly confined to the optic nerve. 
It has been termed descending neuritis because it is the 
result of extraocular disease and the inflammatory pro- 
cess descend along the trunk of the optic nerve to the 
papilla within the eye. It may be caused by tumours in 
the brain or in the orbit, or by an intra-cranial syphilitic 
node, or b^ meningitis, hydrocephalus, lead-poisoning, or 
from any irritative disease within the skull. It may also 
arise from injuries to the head, coming on many months 
after the i>atient has apparently recovered from all effects 
of the accident. Dr. Hughlings Jackson states tiiat de- 
scending neuritis may be caused by any ** coarse" disease 
in the cerebrum or cerebellum. 

Symptoms of Optic I9'euritis.--When seen at an 
early stoge the ophthalmoscopic signs are — 1. Change in 
the appearance of the optic disc, which is swollen and 
prominent, and oftentimes slightly hazy from a semi- 
transparent whitish exudation over it. The degree of 

• Bo^ London OphtbaUmo Ho8pil8lB.«^x\.s^ ^^^ ^« ^.^OTv > 

?2 
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swelling of the disc is indicated by the abruptness of the 
bend of the retinal vessels as they pass over its mar^n 
on to the retina. 2. Blurring or loss of definite outline 
of the circumference of the disc, which may be either 
irregular, confused, or apparently lost, as if the margin of 
tiie disc merged into the surrounding retina. 3. Fmness 
of the retinal veins, which are large, dark coloured* and 
sometimes tortuous. The arteries may be normal in 
appearance, but generallj^ they appear small and even 
tnready. If the neuritis increases, the ophthalmoscopic 
signs are intensified, and portions of the vessels in their 
course over the papilla will often become obscured by a 
whitish inflammatory exudation. Occasionally there are 
small hsBmorrhagic spots on the disc and in the adjacent 
retina, which in some cases is of a dull and whitish 
colour from inflammatory effusions, whilst the rest of the 
retina remains perfectly trans parent. The disc will some- 
times assume a greyish-white colour, with a peculiar 
" woolly" look, much as if cotton wool had been carded 
until all its flbrils radiated outwards from a centre.''^ 
There is usually a steady diminution of the acuity of 
vision, often accompanied with a contraction or partial 
loss of the visual fleld. The pupil is rather dilated and 
sluggish. The patient has no pain in the eye, nor are 
there any external manifestations to account for the 
increasing loss of sight. Both eyes are generally affected, 
and the disease is usually symmetrical; but one eye may 
be attacked a little in advance of the other, or the impair- 
ment of sight may be greater in one eye than in the other. 
After a variable time all the prominent ophthalmoscopic 
symptoms of neuritis subside ; the morbid effusions are 
absorbed, the disc becomes flattened and of a creamy 
white, and the arteries are reduced to mere threads, but 
for a long time the veins continue large and tortuous. 
With all these changes the sight diminishes until ulti- 
mately it is completely lost, or reduced to a mere percep- 
tion of large objects. 

There are, however, cases of neuritis proceeding from 
intra-cranial causes, and accompanied with great impair- 
ment of sight, and from which the patient completely 
recovers, but I do not know of any means by which these 
cases can be diagnosed when first seen. There are also 



• Hutchinson, On Inflammation oi tbe Optic Nerve : Hoyal 
London Ophthahnic Hospital ^e]poitB, tioV ^ . ^« ^^» 
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cases of optic nenritis in which the sight of the patient 
is not affected, and yet the neuritis may be due to some 
local disease of the brain. In a paper bj Dr. Hughlin^s 
Jackson on the nse of the ophthalmoscope in bram 
disease,* he says, in speaking of doable optic neuritis, 
"it is very common for this condition to exist in a 
patient who can read the smallest type, and who supposes 
nis sight to be good; there is a marked pathological 
change without any obvious symptom." 

When optic neuritis arises from intra-cranial disease, 
it almost invariably afPects both eyes: unilocular 
neuritis in such cases is very rare. Dr. Hughlings 
Jackson says : " It is notorious that tumour of but one 
cerebral hemisphere, nearly always, if it produces optic 
neuritis, produces double optic neuritis, and, what is more 
to the pomt, the neuritis begins nearly at the same time 
on the two sides ; it may be unequal in degree."t 

The term "choked disc" may still be retained to ex- 
press that condition of the optic papilla, marked bv swell- 
ing, increased redness, and distension of the retinal veins ; 
and caused by some mechanical obstruction to the free 
passage of the blood from the eye to the cavernous sinus. 
The free communication which exists between the orbital 
and facial veins certainly does not in all cases prevent 
venous engorgement and swelling of the optic disc, when 
the return current of blood from the eye to the cavernous 
sinus is impeded by the pressure of a tumour within the 
orbit. This fact was well shown in a case I reported in 
the Clinical Transactions, vol. ix. p. 134, of a man who 
had a well-pronounced choked optic disc, due solely to 
the pressure of an hydatid tumour on the optic nerve, 
which impeded the return flow of blood from the eye. 
The tumour was punctured through the upper lid, and a 
clear fluid escaped ; the eye which was protruded, partially 
receded, and when examined with the ophthalmoscope 
two days afterwards, the nerve was found to have nearly 
regained its normal appearance ; all the choking of the 
disc had disappeared. 

The constitutional symptoms associated with optic 
neuritis are headache, sometimes continuous, at others 

faroxysmal, and frequently accompanied by vomiting, 
n some cases the headache is intense, and it is this 



♦ The Lancet, Oct. I'iA^'i'^- 
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symptom which induces the surgeon to examine the state 
of the optic papilla. With the headache there may be 
giddiness, which may be occasional or almost constant ; 
or there may be loss of smell, or defect of hearing, or 
occasional epileptic convulsions, or palsy of one or more 
of the ocular nerves, or a loss of the proper co-ordinating 
power over the muscles of the extremities. 

Optic neuritis may, however, exist without any other 
indication of intra-cranial disease, and may yet be due to 
some gross organic disease in the brain, but which has 
not manifested constitutional symptoms. 

It is difficult to form a prognosis in cases of optic 
neuritis, but to attempt to do so it is necessary to group 
together all the symptoms and to estimate them as a whole. 

Chronic headache and frequent vomiting with double 
neuritis point strongly to the presence of an intra-cranial 
tumour, and this supposition is increased if after a time 
there be other symptoms manifested, such as giddiness, 
tinnitus, deafness, or palsy of ocular nerve, or convulsions. 

Acute head symptoms in young people with double 
optic neuritis, suggest tubercular menmgitis, and this 
diagnosis is strengthened, if with the ophthalmoscope 
tubercles be found in the choroid. 

Neuritis in one eye only, generally indicates pressure 
within the orbit, possibly some form of tumour or an 
aneurism, or it may be pressure on the cavernous sinus 
from some growth within the skull but not connected 
with brain. 

Neuritis in both eyes coming on some weeks after a 
severe head injury is very serious. It indicates some in- 
flammatory action around the seat of brain injury, and 
such cases often terminate fatally. When neuritis comes 
on man^ months after a head injury, it is, I think, due to 
cicatricial changes taking place at the seat of the brain 
injury : the patient usually recovers, but the sight is lost. 

Neuritis arising from Bright's disease of the kidneys, 
or from constitutional causes, frequently cannot be 
diagnosed by the ophthalmoscope from neuritis due to 
intra-cranial disease. The association of constitutional 
and local symptoms with the neuritis are essential for a 
correct diagnosis. 

Pathology. — In considering the pathology of neuritis, 
it is necessary to remember the peculiar arrangement of 
the external coats of the optic nerve. In Quain's 
Anatomy, 9th edition, vol. u. p. ^*?1 , >i^^ wiJOtisst ^•a.^^v— 
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^ The nerves as they pass from the brain and spinal cord receive 
their perineural covering from the pia mater, and, in addition, two 
looser sheaths, an outer from the dura mater, and an inner from 
the arachnoid. Upon the optic nerve these sheaths remain dis- 
tinct and separate, so that the space which each encloses may be 
injected, the outer from the subdm-al, the inner from the subsirach- 
noid space. .... There thus eiusts a continuity between the 
ventricles of the brain, the subarachnoid space, the perivascular 
canals of the cerebral substance, and the lymphatic spaces within 
the nerve-sheaths." 

In the majority of the cases of neuritis in which there 
has been a post-mortem examination, the sheaths of the 
optic nerves have been found more or less distended with 
fluid which has pressed on the nerve-tissue ; and in those 
cases in which no fluid has been found, there have 
^nerally been evidences of inflammatory action either in 
tiie nerves or in their sheaths. 

There are several theories as to how these optic nerve 
changes may be induced. 

1. That optic neuritis is caused by an extension of an 
inflammation at the seat of the disease in the brain, 
which is propagated to the optic papilla either through 
a direct continuity of nerve tissue ; or by an extension of 
the inflammation through the connective tissue structures 
and blood-vessels of the optic nerve. Dr. Buzzard has 
suggested that if this theory be correct, the other cranial 
nerves may also suffer from neuritis like the optic nerve. 
This is very probable, as associated with cerebral disease 
we frequently get in addition to the optic neuritis, 
deafness, tinnitus, perversion and loss of smell, facial 
neuralgia, and other symptoms of nerve irritation, all of 
which may be due to neuritis of the special nerves 
affected. 

2. Another theory is, that the distension of the optic 
nerve with fluid, so frequently found in optic neuritis, is 
due either to a rise of intra- cranial pressure, or to an in- 
crease of subarachnoid fluid. Certainly the direct com- 
munications which exist between the sheaths of the optic 
nerve and the parts within the head, render the optic 
nerve peculiarly liable to be affected by any intra-cranial 
change. 

3. It has been suggested that an intra-cranial tumour 
produces optic neuritis from the imitation it sets up as 
*' a foreign body,*' and that this irritation is conveyed to 
the optic nerve, which consequently \)^^\sl(^<^ vo&SMfift^ 

Treatment.— In optic nexuAtiB \^i^ X.x^^Xm^Ts^'EKaaS^X^ 
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ipiided by existing symptoms. When there is great pain 
in the heady the subcutaneous injection of morpnia (F. 30^ 
or of morphia with atropia (F. 31), will often give great 
relief. If morphia alone cannot be borne, it may be 
tried in smaller doses combined with the bromide of 

Sotassinm ; or the bromide of potassuim may be given 
uring the day, and chloral at ni^ht. The medicine 
which seems to do the most good is iodide of potassium, 
which may be increased up to tweidj grains three times 
a day, and to which may oe added nve or ten grains of 
the bromide. If there is reason to belieye that the 
neuritis is due to a syphilitic gumma in the brain, in 
addition to the iodide of potassium, mercury should be 
eiyen either in combination with the iodide, or in the 
form of the ^een iodide (F. 121), or by inunction. 
When neuritis is due to a cerebral tumour, not syphilitic, 
appropriate medicines may relieye symptoms, but they 
will not euro the disease. 

2. NETTBO-BETIKITIS — Ascending Optic NemHis, — 
The inflammation is not limited to^ the optic nerye, but 
it includes also the retina, from which it originates, and 
extends to the optic nerye, ascending a short distance 
along its trunk. It is most frequently induced hj syphilis 
or c&onic kidney disease ; and it is caused occasionally by 
derangements of the functions of the uterus, or by f eyer, 
diphtheria, or over-lactation. 

Symptoms of Neuro-retinitis.— The optic disc is 
clouded, its outline is indistinct or lost, and the yessels 
as they pass oyer its surface are more or less obscured, 
but there is not the yenous distension or the engoi^- 
ment of the papilla which characterize the pure descendmg 
neuritis. The great point of distinction, however, between 
neuritis and neuro-retinitis is, that in the one the retina 
is extensiyely inyolyed, whilst in the other it is either not 
at all affected, or only for a short distance immediately 
surrounding the disc. 

In neuro-retinitis the whole surface of the retina seems 
obscured by a diffused haze which renders all the minute 
yessels indistinct, and giyes a peculiar and characteristic 
washed-out appearance to the fundus. There is also an 
absence of the head symptoms which were noticed as 
being generally present in neuritis. In neuro-retinitis 
the disease is often confined to the one eye, whereas in 
the descending neuritis botti eye^ ax^ ^-erkftx^-^ ^^^wfwil. 
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The prognosis of neuro-retinitis, although unfavour- 
able, is yet more hopeful than that of descending 
neuritis, and especially if some blood-poisoning, such as 
syphilis, can be traced as the probaole cause of the 
msease. 

Treatment. — In neuro'retinitis care must be taken to 
ascertain the source of the disease, as it may be due to 
many causes. When it can be ascribed to syphilis, the 
mist, potass, iodid. (F. 91) may be given during the day, 
and pil. Plummer. gr. 5 every other night ; or the mist, 
potassii iodidi cum hydrarg. perchlorid. (F. 98) may be 
prescribed. If the patient is feeble, the unguent, hydrarg. 
cum belladonna (F. 126) may be rubbed into the temple 
night and morning, and the mist, quinae (F. 79) be taken 
during the day. 

When the (usease is apparently due to suppressed men- 
struation, every endeavour should be used to restore the 
uterine functions. In some cases I have had excellent 
results from the iodide of potassium given in 10 gr. doses 
twice a day in water. It has then acted as a powerful 
emmenagogue. I must, however, confess that this medi- 
cine has occasionally failed to do good, or its adminis- 
tration has been attended with only a partial success. 
Notice should be taken whether the amenorrhcea is due 
to anaemia or congestion. If the former, tonics of quinine 
and iron, or the mist, ferri perchlorid. cum tinct. ergotse 
(F. 89) may be ordered, but at the same time 9ome oloetic 
pill should be prescribed to ensure the regular daily action 
of the bowels. If the suppression is due to congestion, the 
bowels should be freely acted on by a brisk purgative. 
In some cases small doses of podophyllin given every other 
or third night do ^ood. During the day the iodide and 
bromide of potassium in a bitter infusion, or the mist, 
boracis (F. 71) may be given. When the sight is rapidly 
failing, and there is much pain in the head, I have known 
the inunction of the unguent, hydrarg. night and morning, 
so as to get the patient quickly under its influence, pro- 
ductive of great good. As soon as the gums are spongy, 
the frequency of the rubbing-in must be diminished, but 
a slight mercurial action should bo kept up for two or three 
weeks. 

In cases of neuro-retinitis dependent on or associated 
with great debility, such as after fever, or di{>htheria, or 
from over-lactation, the mineral acid^ ^t*2idl <£YCks2ix<5itia.^^'t. 
some of the preparations oi iioTi, «i."tfe xelo^\*\^^ *^*i ^^ 
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good. A slifflit mercurial coanter-irritaiion may be alao 
kept up on the temple of the affected eye, by rublnng in 
cyeiT night a little of the nncnent. hydrarg. iodidi rabri 
(F. 132) ; or by applying smsul blisters abo^t the siie of 
a shillinff from time to time, and afterwards dressing the 
vesicatea surfaces with the unguent, hydrarg. 

ATROPHY OF THE OPTIO VrVRYB— White Airopkff 
— may be caused by disease of the brain or medulla 
oblongata ; or it may be the unfortunate termination of 
some deep-seat&d inflammation of the eye. 

Atrophy of the optic nerve may therefore be considered 
under two headings : — 

1. That which proceeds from disease beyond the eye. 

2. That which arises from withiii the eye. 

1. ATBOPHT OF THE OP TIO ITEBVB FBOX 
DISEASE BETOND THE ETE. — This form is mostly 
occasioned by cerebral or cerebro-spinal disease, or by 
tumours within the orbit. Neuritis of one or both eyes 
may be thus induced, and atrophy of the optic nerres 
may follow as a consequence. Atrophy may, howeyer, 
come on without neuritis, dependent no doubt upon 
cerebral causes, but which are often too obscure to be 
diagnosed. It is to atrophy of the nerve arising from 
disease beyond the eye that the term ** white atrophy" is 
properly applied. In the other forms of atropny the 
papilla is also greyish-white, or white, and especdally in 
their most advanced stages : but the characteristic signs 
of white atrophy of the optic nerve are best found in 
cases arising from cerebral disease. (See Article Ajq.u- 
Bosis, p.221.) 

Symptoms of Atrophy of the Optio Nerve.— 
An increasing dulness of sight, both for near and distant 
objects, which is not improved by glasses, excepting those 
which act as powerful magnifiers, when small objects 
from being rendered larger are better seen; and con- 
traction or partial loss oi the field of vision. 

In locomotor ataxy, atrophy of the optic nerves is 
frequently an early symptom, and the atrophy is often 
advanced before the unsteadiness of gait manifests 
itself. 

In optic nerve atrophy there is usually some defect in 

the colour sight, and tnis becomes very marked as the 

atrophj advances. Eed and gteeu wc^ ^Stxa ^ssJ^^ts^^ckX* 
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lost^ but ultimately there is freq uently complete colour- 
blindnesB, and everything appears as either white, grey, 
or black. The loss of colour sight is often very complete 
in locomotor ataxy. 

State of the Pupil.— In the early symptoms of 
atrophy of the optic nerve dependent on brain disease, 
the pupil is rather dilated and sluggish ; but in the later 
stages it is widely expanded and fixed, giving to the eyes 
the peculiar vacant stare which is so characteristic of 
blindness from cerebral disease. When, however, the 
atrophy is due to some affection of the spinal cord, the 
pupil is frequently contracted. See Myosis, p. 96. Dr. 
Argyll Robertson has shown that in optic nerve atrophy 
from spinal disease, that although the pupils will not 
contract to the stimulus of light, yet if an attempt be 
made to read, or to look at the finger as it is made to 
approach the eyes, both pupils will contract under the 
effort of accommodation. This loss of action of the 
pupils to light is also found in atrophy of the optic nerves 
proceeding from other causes. 

There is a form of atrophy which may be rightly called 
senile atrophy of the optic nerve. It occurs in 
elderly patients, and the only symptom is a progressive 
dulness of sight, which may go on to blindness. There are 
no cerebral or spinal symptoms ; the sight fades in the 
same way as the hearing tails in old people from atrophy 
of the nerve, and without any evidence of disease. 

Ophthalmoscopic Appearances of White 
Atrophy. — When the disease is fully advanced, the optic 
disc looks large, flat, and of a bluish or pearly whiteness. 
The retinal vessels are generally small ; the arteries often 
appear as mere threads, but in some cases, and especially 
in those which proceed from neuritis, the veins are large 
and distended. The small blood-vessels, which are usually 
seen on the disc, have shrunk from view, and the surface of 
the nerve is blanched and bloodless. There is frequently 
an excavation of the optic nerve, not from any increased 
tension of the eye, but from a shrinking from atrophy of 
the nervous elements, and a falling in of the central por- 
tion of the papilla. The peculiarities of this " atrophic 
cup" are, that it is a shallow excavation, shelving from 
the margin towards the centre of the nerve, quite different 
from the abrupt edge of the glaucomatous cup. The 
disc presents the peculiar bluish oi TCL\\k3 ^V^Ti^'e.*^ <^ 
atn>piij> its vessels are small, and Wiex^ \^ X^HXa ^^ \^<^ 
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displacement of them as they pass from the margin of 
the papilla on to the retina. For a description of the 
glaucomatous and the physiological excavations of the 
optic nerve, see Article Glaucoma, pp. 120, 121. 

2. Atrophy of the Optic Nerve from Disease 
within the Eye may be caused by chronic affections of 
the choroid or retina by glaucoma, by acute inflammation 
of the eye, or by an injury producing extensive intraocular 
hssmorrhage. As the ongmal disease subsides, the cloudi- 
ness of the inflamed structures may partially and sometimes 
completely disappear, but the retina and optic nerve, in- 
stead of regaining their functions, undergo a slow process 
of atrophy, and lutimately all sight is extinguished. The 
ophthalmoscopic appearances are variable, and depend 
very much on the nature of the affection which has caused 
the atrophy. The optic papilla is anaemic, and of a cloudy 
or greyish-white, but it has not ffenerally the brilliant 
tendinous whiteness of white atrophy ; its outline is often 
indistinct or irregular, and its vessels are small and 
withered. In some cases the optic disc looks absolutely 
smaller than normal, and this is especially so if the eye 
is soft and somewhat shrunken. A cloudy film often per- 
vades the whole fundus, and blurs the appearance of the 
structures behind it. Associated with this condition of 
the eye there are freciuently to be seen patches of atro- 
phied choroid with irregular deposits of pigment, and 
occasionally also a partial detachment of the retina. 

The Prognosis and Treatment— The prognosis of 
atrophy of the optic nerve is very unfavouraWe. The 
only hope is, that if there is any sight remaining, it may 
be still retained. Our first efibrt must be to ascertain the 
cause of the atrophy, and thou by appropriate remedies 
to arrest the progress of the disease. The treatment of 
the various affections which may cause atrophy of the 
retina and optic nerve will be found under their respective 
headings. 

For tne white atrophy of the optic nerve which proceeds 
from cerebral disease the subcutaneous injection of strych- 
nine has been recommended, in doses commencing at ^r. 
^^ and increased daily by gr. -^^ until the quantity in- 
jected reaches gr. ■^^, It is very doubtful whether this 
treatment does any good, and it is certainly not free from 
danger. I know of one case in which violent convulsions 
followed the injection of -^^ of a grain of strychnia, 
although the patient \xsA pTcevioxxa^"^ oti ^^^^x^ Q^<i,^fii^\ia^ 
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at intervals of two or three days, had the same dose 
administered. 

In some cases the use of the constant current of elec- 
tricity seems to do good. The sponges having been 
moistened with salt and water, one is to be placed over 
the closed eyelids of one eye, and the other sponge either 
at the nape of the neck, or at the back of the ear over the 
mastoid region, or on the forehead over the supra-orbital 
nerve, according to the selection of the patient. The 
point selected is the one which most readily yields flashes 
or balls of light with the fewest cells. At first, only 
from three to Ave cells should be used, but these may be 
increased to sixteen or eighteen if they can be borne 
witiiout inconvenience. The position of the positive and 
negative poles may be changed two or three times during 
each sitting, wbich should not last longer than from ten 
to fifteen minutes daily. 

ATBOPHT OF THE OPTIC NEBVE FBOM 
TOBAOOO. — ^The theory that tobacco in excess will pro- 
duce a jjeculiar form of white atrophy of the optic nerve, 
has received the sanction of the late Drs. MacKenzie and 
Gritchett, and of Messrs. Wordsworth, Hutchinson, and 
others. My own experience at the Eoyal London Ophthal- 
mic Hospital, however, leads me to dissent from this doc- 
trine, as I do not remember ever having seen a case in 
which the loss of sight could be fairly attributed to tobacco 
only. There was always, in addition to the immoderate 
smoking, some other excess, such as intemperance, dissi- 

gation, or an undue mental strain with loss of rest. I 
ave also met with a similar condition of progressive 
optic atrophy in women who drank spirits largelj. The 
rapid improvement of sight which followed the giving up 
of ike spirits, could leave no doubt but that alcohol was 
the cause of the nerve atrophy. In these cases there 
was no tobacco element in the production of the atrophy. 



AMAUROSIS AND AMBLYOPIA. 

s 

AMAUBOSIS. — It is best to restrict this term to those 
cases of impaired vision and blindness wldch are due to 
cerebral or cerebro-spinal causes. Before the discovery 
of the ophthalmoscope, amaurosis wqa ^t^i*^ %<^Tk&TV^ ^sasce^.^ 
of a group of obscure diseases OTi^msk.\i\ii^ ^?^^^ ^^^^I^kco^ 
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or beyond the eye, and characterized bj a gradual failure 
of si^ht usually terminating in blindness. With increased 
facihty for diagnosis, most of these affections have now 
been braced to their right source, and have received their 
own proper name and place in the list of ophthalmic 
diseases. There still, however, remain a large number 
of cases, marked by a progressive diminution of sight, 
dependent on changes in the brain or spinal cord, the 
exact nature of which we are unable to estimate during 
life, and which from a want of more precise knowledge 
may be conveniently classed under the neading of amau- 
rosis. 

Although the cause of the blindness is at a distance 
from the eye, yet secondary changes soon take place in 
the optic papula which enable the disease to be recog- 
nised by the ophthalmoscope, and its probable progress 
foretold. - 

For many useful suggestions in the diagnosis and 
prognosis of amaurotic affections, I am indebted to the 
valuable Paper on " Amblyopia and Amaurosis/' by the 
late Von Graefe.* 

In the examination of patients suspected to be suffering 
from amaurosis, we should ascertain— 

1. The history of the case. 

2. The state of the field, and the acuteness of vision. 

3. The condition of the optic papilla. 

1. The History of the Case always affords impor- 
tant information both as to the diagnosis and prognosis 
of the disease. By it we determine whether the loss of 
sight was sudden or gradual ; whether it was preceded 
by head symptoms, or by functional disturbances of 
other organs, as the kidneys, the liver, or the uterus ; or 
whether there had been any previous constitutional dis- 
ease, such as gout, rheumatism, or syphilis. 

The duration of the impairment of si^ht is also an 
important element in forming a prognosis ; thus, if the 
de^tive vision has been for some months stationarr, 
and all evidence of the disease to which it was apparently 
due has passed away, a favourable opinion would he 
given, whereas, if the loss of sight be recent, and there 
are persistent head symptoms, we should conclude that 



* Translated by Mr. J. Zachariah Laurence, from Zehtnder's 
SUd. Jfonatsbl. Itlr AugenheVUerande, 18Q5, p. 129 : Ophthalmic 
Beview, No. 7, p. 282. 
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the amaurosis is progressive, and will probably terminate 
in blindness. 

2. The State of the Field and the Acuteness of 
Vision. — ^The condition of the visual field should be 
carefullj tested bj one of the methods described at page 
235, 80 that any imperfection either as regards its peri- 
phery or its continuity of surface may be accurately 
noted, as, according to V on Graefe, the state of the field 
forms a good basis on which to ground a prognosis. In 
all cases of amaurosis, the acuteness of central sight 
* should be ascertained and compared with the defects and 
extent of the field of vision. The following variations 
may be noticed :— 

a. With diminished acuity of central vision the field 
maybe entire in its periphery and continuous throughout 
its area, whilst the visual power is reduced in all direc- 
tions. Such cases are usually stationary, and so far a 
hopeful prognosis may be given. 

J9. With diminished acuity of central vision the field 
may be contracted in one or more directions, or broken 
by blind patches (scotomata), whilst the visual power 
throughout the rest of its extent is greatly lowered. 
With these symptoms the disease may be considered 
progressive, and the pro^osis is blindness. 
^ V. There may be complete loss of central vision, but 
eitner with or without impairment of the rest of the field. 
If with complete loss of central vision the periphery and 
continuity of the field are good, there is reason to hope 
that the disease may be stationary, although there is but 
a slight prospect of recovering the central vision which 
has been lost. The prognosis is therefore favourable, as 
the probability is that the patient will not go blind. If, 
however, in addition to tne central scotoma, there are 
o^er blind patches in the field, or the periphery is much 
contracted, so that the eccentric vision is greatly re- 
duced, then the prognosis is most unfavourable, and 
blindness may be predicted. It must, however, be re- 
membered that the prognosis of this form of central 
amaurosis does not applv to a similar state of blindness 
which may be produced by retinal hsmorrha^e, or some 
other disease within the eye, the seat of which can be 
accurately determined by the ophthalmoscope. 

d. There may be Hemiopia or complete loss of half the 
field of vision, in many cases distinctly marked as if by a 
vertical line, on one side of "whicii i\v \^ A^ax^ ^w*vSi^ <5s\s^ 
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the other all is dark. There are two forms of hemiopia 
to be noticed, the firsts called homonymous from the 
corresponding halves of the two retinae beins affected ; 
thus, the outer half in one eye, and the intier half in the 
other may be jointly paralysed, or the reverse. In the 
second form, the temporal, which is extremely rare, the 
inner halves of the retinse of the two eyes are blind, but 
the hemiopia is more diffuse, and the limitation is seldom 
abruptly marked as in the former. 

To understand the distinction between these two classes 
of hemiopia, it is necessary to refer briefly to the anatomy 
of the optic tract, commissure, and nerve. The central 
fibres of each optic tract decussate in the commissure, and 
are connected with the optic nerve of the opposite side, 
and supply the inner halves of the retinae ; whilst the 
outer fibres of each tract go to the optic nerve of the 
same side, and supply the outer halves of the retinae. 
Each eye thus receives nerve fibres from both optic tracts, 
the ou/e?' half of the retina being provided witn filaments 
from the optic tract of its own side, whilst the inn>er half 
is furnished from the tract of the opposite side. Hence 
it is that a clot of blood, or a tumour pressing on the optic 
tract only of one side — say, the right — will produce 
paralysis of the outer half of the retina of the right 
eye, and of the inner half of the retina of the left ; the 
left half of the field of vision of each eye will therefore 
be blind. If, however, the commissure is the part 
affected, and onlv the decussating fibres are involved, 
there will be paralysis of the inner half of each retina, 
and the temporal half of the field of vision of each eye 
will be blind. In testing the field of vision, the student 
must not forget that the right half of the field corresponds 
to the left h^ of the retina, and vice vered. 

In hemiopia there is usually no neuritis, nor atrophy of 
the optic disc. In cases of persistent hemiopia, some 
writers have observed that after the lapse of years there 
has been a distinct pallor of a portion of the disc. 

Hemiopia is often associated with hemiplegia, and Dr. 
Hughlings Jackson says that in cases of homonymous 
hemiopia with hemiplegia, " the patient cannot see to 
his paralysed side." 

The prognosis of hemiopia must depend very much 

on the cause which has produced it. If the half-bhndness 

or^nated from the pressure of some syphilitic effusion 

on the optic tract the B\gh.\» in^^ \i^ x^^\iYCL^\ ot ^1 It be 
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from the i>resence of a blood clot, there is reason to hope 
that even if the vision should not be restored, the defect 
may remain stationary ; but if a cerebral tumour be sus- 
pected, the prognosis is most unfavourable. 

3. The Condition of the Optic Papilla in cases of 
advanced amaurosis is that of white atrophy, as described 
at page 219. 

The Symptoms which are associated with amaurosis 
are very variable. In one class of cases there is no pain 
in the eye or head, and no constitutional disturbance, the 
only symptom being a gradual fading away of sight. 

In another class the blindness is preceded by acute 
head symptoms, which may last for several days or 
long^er, and then either cease altogether, or greatly 
diminish. With the cessation or diminution of the pain 
in the head, the first indications of failing sight are 
noticed. The patient may regain his health and the full 
enjoyment of all his mental and physical powers, but his 
sight steadily fades, until he is in absolute darkness. The 
loss of vision in these cases is no doubt due to some 
organic changes in the brain produced during the acute 
inflammatory attack when the pain in the head was 
severe. The cause was transitory, but its effects are 
permanent. 

In a third class the pain in the head is continuous ; 
the patient is never free from suffering. Intense headache 
is the first symptom of the disease, and it precedes the 
loss of sight. Although at times its severity is lessened, 
it is never absent. I have had such patients tell me that 
they would not mind being blind if they could only be 
free from pain. These are the most distressing of the 
amaurotic cases ; we can do nothing for the absolute blinds 
neea and but little for the constant pain, as the prepara- 
tions of opium are seldom tolerated. 

Amaurosis may be associated with epilepsy, hemiplegia, 
and locomotor ataxy. It may also occur with paraplefi^ia. 
Dr. Hughlings Jackson says : " Dr. Brown-Sequard has 
frequently drawn my attention to cases of paraplegia 
in which amaurosis has also existed without any other 
symptoms to suggest disease within the cranium. ' . . . • 
" The bUndness he believes is the result of eccentric irri- 
tation. Dr. Wilks also has observed several such cases."* 



• On Defeota of Sight in Brain Biaeaa© : ^Bo-jiX liSya^a^ ^^- 
thalmJo Hoapital Eeports, vol. iv. p. 17. 
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State of the PupiL— See Ateophy of Optic Nievb, 
page 219. 

The Causes of Amaurosis may be cliiefly olassed 
under the following headings : — 

1. From Disease of the Cerebriim.^Amatirosis 
nsnally affects both eyes ; they may be attacked simul- 
taneously, or the blindness may be more advanced in one 
than the other, but as a rule both are ultimately involved. 
This can be reasonably anticipated by remembering how 
intimately the two optic nerves are associated within the 
brain by commissural fibres. Dr. Hughlings Jackson 
remarks : " The kind of amaurosis which we most fre- 
quently find with disease of the central nervous system 
is, in my experience, invariably double, although one eye 
may suffer before the other. I do not say that blindness 
of one eye does not occur with other symptoms of disease 
of the nervous system, but that it does not occur from 
disease of the brain-mass."* Tumours of the brain, cere- 
bral hsemorrhaffe, softening of the brain, hydrocephalnSi 
meningitis, syphilitic deposits, and embolism, may all be 
productive of amaurosis. 

2. From Disease of the Cerebelltim. — In some 
remarks which Dr. Hughlings Jackson kindly gave me on 
amaurosis from this cause, he says, it has been long 
known that blindness may coexist with disease of the 
cerebellum, but it is by no means clear that the blindness 
depends on the want of that paii} of the cerebellnm 
which the disease destroys. For as the loss of sight 
occurs only when the disease is " coarse," such as from 
tumours, blood clot, &c., he believes that it is induced by 
the irritation of the foreign body lying in the brain, and 
not from the destruction of any centre connected with 
sight. As a consequence of this irritation the optic nerves 
become inflamed, and the ultimate loss of sight is due to 
this cause. 

3. From Disease of the Spinal Cord.— Amaurosis 
may occur with paraplegia, and it is frequently met with 
in locomotor ataxy, and especially when the disease is in 
an advanced stage. The blindness is usually confined 
to one eye. Dr. Trousseauf says, " Both eyes may be 

* On Defects of Sight in Diseases of the Nervous Systems Boyal 
Xondon Ophthalmic Hospital Reports, vol. iv. p. 890, 

f Trousseau's Clinical Hedxcme. TxM^Wby the Sydenham 
Society yol. i. p. 156. 
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affected, altHoagli this rarely happens." The pnpil in 
spinal amaurosis is frequently contracted, and this is 
^nerally the case when the part of the cord affected is 
m the cervical region. 

4. From Uterine Derangements.— A very acute 
form of amaurosis, which will run its course to bundness 
in a few days or weeks, is occasionally produced by a 
sudden suppression of the menses. It is usually accom- 
panied by intense headache, with vomiting or a feeling 
of nausea. In one case which I published,* so rapid was 
the loss of sight, that in fifteen days from the first 
symptoms the patient retained but little more than a 
mere perception of light with either eye. Examined with 
tibe ophthalmoscope, the retinal circulation was seen to 
be interrupted; the return flow of blood was impeded. 
Although the symptoms were those of pressure on some 
part of the cerebrum, yet whether the pressure was caused 
Dy distension of tha vessels, or by an effusion of blood, 
lymph, or serum, could only be conjectured. Under the 
influence of 10 gr. doses of the iodide of potassium the 
functions of the uterus were restored at the next monthly 
period, and the patient began gradually to recover her 
sight. In three months she was able with one eye to 
read No. 1, and with the other No. 10 of Jaeger's test 
types. The Eeport concludes by stating that the improve- 
ment was still progressiug. Amenorrhoea, or irregular 
and scanty menstruation, may also cause amaurosis; but 
.the symptoms are more chronic than when induced by an 
acute suppression. (See Treatment of Neueo-Retinitis, 
page 217.) 

Li. some obscure manner amaurosis is occasionally 
connected with pregnancy. A remarkable instance of this 
form of blindness came under my care at the Ophthalmic 
Hospital, and will be found related in our Reports.f The 
amaurosis was recurrent ; it commenced during the ges- 
tation of the eighth child, and recurred in each succeed- 
ing pregnancy. After the birth of her eighth child the 
patient regained sufficient sight to read No. 10 of Jaeger, 
and to do needlework ; but after the ninth child her re- 
covery was less complete, and in the sixth month of her 
tenth pregnancy she had become blind with one eye, and 
could only count Angers with the other. 

* Medkal Times and Gazette, Augwsl \, \&^- 
f Royal London Ophthalmic Hospital Ya*v^vx^» '^^^^ Sx . ^ . ^ * 
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5. From Loss of Bloo(L — ^Amaurosis may occur from 
a large and rapid loss of blood. I have known it come 
on suddenly from extensive flooding daring parturition, 
and the blindness has been permanent. Oases have also 
been reported in which it has followed vomiting of blood. 
The loss of sight may be immediate, or it may be gradnaL 

6. From Beflex Irritation.— Amaurosis may be in* 
duced from injury or disease involving branches of the 
fifth nerve, at a distance from the eye. Several instances 
have been quoted by Mr. Hutchinson* which illustrate, 
as he says, " more or less directly, the influence of the 
sensitive nerves of the face upon the functions or nutrition 
of the eyeball." In some cases the blindness is preceded 
by intense neuralgia, whilst in others there has been a loss 
of sensibility on one side of the face. A very interesting 
case of amaurosis of one eye, consequent on acute abscess 
of the antrum, produced by a carious tooth, has been 
recorded by Mr. James Salter.f The loss of sight was 
permanent. ^ 

Monocular Amaurosis may arise from any cause 
which induces pressure on the optic nerve of one eye 
only, such as a tumour or some syphilitic exudation, 
either juRt within, or immediately external to, the orbit; 
or it may be produced by embolism, or by disease of the 
■pinal cord. 

For the Treatment of Amaurosis no definite 
course can be laid down ; the blindness is secondary to so 
many diseases. The cause of the defective sight must be. 
sought for by a careful examination into the history and 
the accompanying symptoms. The most hopeful cases are 
those which are acute and dependent on some sudden 
arrest of the function of one of the internal organs, or 
upon previous syphilitic disease, and where sufficient time 
has not elapsed for any organic changes to have taken 
place, either from the pressure of inflammatory exuda- 
tions, or from atrophy. 

AMBIiTOPIA (aupXvs, dull, cSi^, the eye) has the same 
signification as amaurosis {dfiavpocj, to render obscure), 
the former meaning dull vision, the latter obscure. These 
synonymous terms have created great confusion, as they 



• Roysd London Ophthalmic \los^\.\,a\.'!&*i^ot\,«., nq\. \v. p, 120. 
t Medico-Chlruigvcal Trwi^aLcVviTi^, nq\. -^^i » 
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liave not only been applied indiflferently, but lately they 
have been nsed in comDination ; thus a form of blindness 
Has been described under the title of ** Amaurotic Ambly- 
opia." It would be well to restrict the name Amblyopia 
to those impairments of sight which are apparently due 
to imperfect perception from defective innervation, or to 
a loss of the nervous sensibility of one eye from disuse. 
In this sense the word has been applied by many to 
denote the dull sight which is so frequently found in one 
eye in cases of strabismus, where no structural change 
can be detected by the ophthalmoscope to account for the 
loss of power. The term amblyopia may be also rightly 
used to designate the dimmed vision brought on either by 
the retina being over-wrought, or by its bein^ rendered 
dull and unimpressible from drink and debauchery. 

K70TAL0PIA* — Niffht-BUndness {6 ttjs wkt6s aXa6s-^ 
Galen) — is a defect of sight varying in degree from dim- 
ness to almost complete darkness after the sun has gone 
down. It is most frequently met with amongst sailors, 
soldiers, and others who have been much in the Tropics. 
It is due to a blunted sensibility of the retina, which fails 
to appreciate fully the impressions which are produced 
by a dim light. Night-blindness is frequently met with 
in retinal affections, and especially in retinitis pigmentosa; 
but the nyctalopia to which I now refer is a functional 
disease, and quite iadependent of any structural change. 

Mr. Arthur Benson (Dublin) has noticed a peculiar 
form of Xerosis of the conjunctiva as occurring very 
frequently in Epidemic Nyctalopia. It is characterized 
by a white, frothy-looking patch of variable size on the 
conjunctiva at each side of the cornea, in that part most 
constantly uncovered by the lids. It can be easily re- 
moved, but reforms rapidly. The patch itself, and the 
conjunctiva under it, has an oily look, so that the tears 
form in droplets upon it as on a greasy surface. Under 
the microscope it is found to consist of degenerated epi- 
thelial scales with some oilj matter, and a vast quantity 
of micro-organisms, bacilli and micrococci — (Leber). 
There is, as a rule, but little increased vascularity of the 
conjunctiva, and cure generally results in from one to 



• See Papers on Nyctalopia and Hemaralopia, b^ "Dr* "W, i^^ 
Qreenliill, Boyal London Ophthalmc "&o%^SXa\ "^«^Qt\.^> ^^."w 
p. 284, and by Mr. John Tweedy, UAd. ^. 41^. 
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three montlui. The^ connection between Gonjanct 
Xerosa and Nyctalopia is not constant, bnt very freq 
Both seem to occnr when the vital energies are belon 
The epidemics noted by Mr. Benson all occurred in s] 
and early summer, and in charity schools ; those chi 
being inrariably attacked who had some other ailme 
delicacy in addition. 

Causes. — Although the constant exposure to si 
glare exercises a certain influence in producing s 
blindness, yet the predisposition to it is given b 
impaired and debilitated state of health. In this op 
all who have had much experience of this affection 
to be agreed. During tne Crimean TVar nvcts 
was freauent both amongst the soldiers and sailors, 
the evioence of the medical officers coincided in 
bnting it to either scurvy or debility from exposure 
privation.* In a Paper by Dr. Alexander Bryson, 
Night-Blindness in Connection with Scurvy, t hi 
that "it most unquestionably occurs much mor 
qaently in scurvy than is generally supposed; b' 
consequence of the simultaneous existence of some 
serious symptoms of a less ambiguous characti 
frequently paisses unnoticed." He then adduces 
forcible examples of nyctalopia occurring with s 
amongst ships' crews, all of which were snccesi 
treated by giving the eyes rest, and curing the sooi 
symptoms by a proper diet of fresh meat and vegetf 
and he concludes by expressing his opinion that tl 
ease is " entirely dependent on an improper or erro 
diet." 

Nyctalopia has also been attributed to ague, 
some other form of marsh fever. My own expei 
however, of the disease is, that it is peculiarly Hal 
attack patients whose eyes have been long subjed 
excessive glare, and whose constitutions have been < 
tated^ either from scurvy, ague, or from a diet dei 
both in quantity and in quahty. 

Examined with the Ophthalmoscope no c 
can be detected in the choroid, retina, or optic nei 
account for the impairment of function. 

Treatment.— If there is any evidence of scnr 
anti*scorbutic diet should be prescribed, with two oi 

* Royal XtQU^ou Ophth&AxidcH.os^iX&.V'^^oH&^vol. ii. p. 
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oranges, or the juice of one or two lemons daily. The 
citrate of potash, gr. 20, may bo also given in water twice 
or three times a day, and if there is anaemia, the citrate 
of ammonia and iron combined with citric acid (F. 82) 
may be ordered. 

K ague or remittent fever can be traced as a possible 
cause of the disease, quinine should be freely given, and 
continued for at least six or eight weeks. The eyes 
should be rested, and all exposure to glare or strong light 
avoided. I h^ve tried keeping the patient in absolute 
darkness for a week at a time ; but the relief was not 
sufficient to compensate for so long an exclusion from 
light. Blisters to the temples and behind the ears are 
perfectly useless ; they only serve to irritate the patient, 
and do no good. 

SNOW-BLINDNESS is a temporary loss of sight from 
the dazzling caused by brilliant whiteness. A similar 
condition is produced by the excessive glare of artificial 
light. I have had patients from the light-ships around 
the coast who have complained that, after trimming the 
lamps at night, they have been for some minutes abso* 
lately blinded, and that they have not completely re- 
covered from the paralysing effects of the intense glare 
for some hours. 

The Treatment consists in wearing dark neutral- 
tint glasses to diminish the intensity of the light. 

OOLOTJB - BLINDNESS — Chromo -psendopsis — Di- 
di/romic Vision — is a defect of sight by which the power of 
appreciating certain colours is either diminished or lost. 
The importance of detecting colour-blindness in railway 
employes, signal-men, and sailors employed in look-out 
duty is now recognised, and no doubt many future dangers 
may be averted by using only those who have good colour- 
sight. 

Colour-blindness is more frequent in males than in 
females. 

Professor Bonders of Utrecht found amongst 2,300 
railroad employes that 152, or 6*60 per cent., were colour-, 
blind. 

Professor Holmgren of Sweden found amongst 82,165 
males that 1019, or 3'25 per cent., were colour-blind. 

Dr. Cohn found amongst 2,4*21^ a0^oc^r\>c5^^ '^l ^^^'^^s»»-'» 
9S, or 4 per cent., colour-blind. 
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Dr. Magnus found amongst 3,273 school-boys of Breslaa 
3*6 per cent, colour-blind. 

Dr. Joy Jeffries of Boston found amongst 10,387 that 
431, or 4*149 per cent., were colour-blind. 

The testimony of all who have worked at the subject 
is unanimous that colour-blindness is very infrequent 
amongst females. 

Professor Holmgren of Sweden, out of 3,244 school-girls 
found only 9, or '27 per cent., and out of 1,826 factory-girls 
only 3, or '16 per cent., of colour-blindness. 

Dr. Magnus of Breslau, out of 2,216 girls, only 1, or '04 
per cent., of colour-blindness. 

Dr. Joy Jeffries of Boston, out of 7,942 girls, found only 
4, or '052 per cent., colour-blind. 

The late Professor Clerk Maxwell, Dr. Thomas Young, 
and others have shown that for the normal eye there are 
three, and only three, elements of colour, and that in the 
colour-blind one of these is absent. These colour percep- 
tions are generally considered to be red, green, ana violet 
(blue, according to Maxwell). The other colours with 
which we are familiar are produced by combinations in 
varying proportions of two or more of the three ele- 
mentary colours. If one of the elementary perceptions 
be wanting, the patient will be colour-blind so far as that 
particular colour is concerned, and in looking at a com- 
pound colour he will fail to see in it the special colour for 
which he has no perception. 

Professor Pole, who was red blind, in narrating his own 
experiences of his own sight, says : **A soldier's red coat 
or a stick of red sealing-wax conveys to me a very positive 
sensation of colour, by which I am able to identify, in a 
great number of instances, bodies of this hue. If, there- 
fore, the investigation of my experience ended here, there 
would be no reason to consider me blind to red. But 
when I examine more closely what I do see, I am obliged 
to come to the conclusion that the sensation I perceive is 
not one that I can identify separately, but is simply a 
modification of one of my other sensations. It is, in fact, 
a yellow shaded with black or grey, a darkened yellow, 
or what I may call yellow-brown. I find that all the 
most common hues of red correspond to this description ; 
and in proportion as they are more scarlet or more 
tending towards orange, the yellow I see is more 
vivid. The explanatioulBui^^oift^ \s,\3a»A»Tia\i^ of such 
reda are pure — they axe coinbinsAaonaa oi x^^'wJOtv^'S^^'^ \ 
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80 that I see the yellow element of the combination, while 
the true red element of the combination is invisible to mo 
as a colour, and acts only as a darkening shade." 
Colour-blindness may be divided into three classes : — 

1. When there is a Defloienoy in the Power of 
Perception of all Colours. The bright and full colours 
may be recognised, but the gradation of sbades are not 
appreciated. This may arise from want of education in 
colours, or it may be due to an inability of the eye to 
perceive shades of colour as the ear may be incapable of 
disting^shing gradations of sound. In sucn cases, 
training the eyes with sorting and matching coloured 
worsteds may do good, but it is very doubtful. 

The inability to distinguish shades of colour may be 
congenital, but it may also be induced from over-use, or 
the constant strain of the eyes in looking at colours. I 
had a patient under my care at the hospital who had 
been engaged for many years in a colour warehouse, and 
whose chief business consisted in sorting and matching 
colours. For this duty he had acquired a special 
reputation amongst his fellows. Gradually, however.his 

Sowers began to fail him, and when he applied to the 
ospital for relief, he could only distinguish whole colours, 
and had lost the faculty of discriminating shades of tint. 

2. When there is a Defloienoy in the Power of 
Perception of particular Colours as Bed and 
Green. In these cases one of the three elementary 
colour perceptions is wanting. The patient possesses 
only dichromic vision and is colour-blind. There are three 
varieties of this form of colour-blindness named ac- 
cording to the perception which is wanting : 

Bed-blindness. 

Green-blindness. 

Violet-blindness. 

The red-blindness is by far the most frequent ; next 
comes the green-blindness ; whilst violet-blindness is so 
rare that practically it may be disregarded. 

3. Achromatic Vision, or the want of power to recog- 
nise any colour, everything appearing as either white, 
black, or grey. 

This defect is rare, and is, I believe generally produced 
by disease. Dr. J. J. Chisholm, of Charleston, S.C. 
(U.S.A.), has related a case of opt\& Tvj^\);f)^% Vc\. ^^Tt^*^ 
the patient's vision was for a tim.^ «i/c2^T0TCA^k^« ^^^^?^^ 
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restoratioii to chromatic vision showed itself/' he says, 
** in a slowly growing perception of blue shades. Afxer 
some months the shades of yellow conld be perceived. 
Keds cannot yet be detected. All shades of red appear 
brown."* 

Dr. Argyll Robertson has also published a case of 
spinal disease, in which myosis and colour-blindness 
existed. The patient lost all perception of colours, 
although previous to his illness ne used to distinguish 
them readily.f 

The best method for examining for defects in colour- 
sight is by the use of Holmgren's coloured wools. They 
consist of a collection of small skeins of coloured Berlin 
wools, each of which is loosely twisted up. In this 
bundle is included wools of red, orange, yellow, yellow- 
green, pure-green, blue-green, blue, violet, purple, pink, 
brown, grey, several shades of each colour, and at least 
five gradations of each tint from the deepest to the 
lightest. 

xhese worsteds being placed in a pile on the table, the 
examiner lays aside a skein of the especial colour desired 
for the examination. He then requires the patient to 
select from the wools other skeins which most closely 
resemble the colour of the sample and to place them by 
its side. The colour-sight of the patient is decided by 
the manner in which he performs this task. 

Test 1. Select as the sample skein the palest (lightest) 
shade of very pure green, which is neither a yellow-green 
nor a blue-green to the normal eye, but fairly mterm^diate 
between the two. (See No. I. in Holmgren's coloured 
plate facing the title-page.) 

If the patient makes mistakes, and matches the saniple 
with light shades of grey, brown, or other light dissimilar 
colours, he is colour-blind (1 — 5). 

The next test is to ascertain the form of colour- 
blindness. 

Test 2. A red mauve skein, J No. Ila., is chosen for the 



♦ Boyal London Ophtlialmic Hospital Reports, vol. vi p. 214. 
t Eye Symptoms m Spinal Disease. Oliver and Boyd, Edin- 
burgh. 1869. 

t This colour is described by Professor Holmgren as purple^ 
"pnrpur (rosa)," and as containing in tolerably equal proportioj^ 
ib0 coloura of red and violet, w\i\c\i\Bl3.o\m^QkTi'%T^«jBoa for choof- 
iag it AS a test. Holmgren " Om Yte^Wii^^^ftT^* ^,\ftX. 
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sample* The colour should be midway between tho 
darkest and the lightest shade. If the patient matches it 
with blue or violet, 6, 7, or one of them, he is red blind. 

If he matches the red mauve with green or grey, 8, 9, 
or one of them, he is green Hind, 

Test 3 is a confirmatory test and specially useful in 
examining the colour-sight of those employed in reading 
signals. Select a vivid red skein, like the red flag used 
for signals on railways, a bright yellowish-red, a scarlet, 
No. lib. The red- blind will match the sample with a dark 
green or dark brown, 10, 11, with shades which to the 
normal eye are darker than the scarlet. The green-bHnd 
will select light green or light brown, 12, 13, to match the 
scarlet, shades which are lighter than the sample.* 

PEBIMETB7, — An estimate of the state of the whole 
field of vision is an essential aid in the diagnosis, 

{>rognosis and treatment of many eye diseases : — thus the 
OSS of a portion of the field would at once suggest 
detached retina, retinal haemorrhage, or intraocular 
tumour, and would lead to a further examination of the 
eye: — in amaurotic affections the prognosis is mainly 
determined by the condition of the field — see page 223 :— 
and in cases of chronic, or intermittent glaucoma a pro- 
gressive contraction of the periphery of the field of vision 
would indicate that an operation for the relief of tension 
should not be delayed. 

The points to be noted in taking the field of vision 
are: — 

1. The peripheral vision ; if it be contracted, and if the 
contraction be uniform in all directions. 

2. If, in addition to the peripheral contraction, there be 
blind spots or scotomata in portions of the field. 

3. If there bo loss of central vision, and if with this 
central loss there be other impairments of the field. 

4. If, without loss of peripheral vision, the continuity 
of the field be broken by blind spots or scotomata. 

5. To note the limits of the field of vision for the different 
colour perceptions. The loss of the red and green are the 
most frec^uent. 

In takmg the field of vision, it must be remembered 



♦ In this Article on Colour-Blindness, the author a^ec-ia-W-^ ^sssi^.- 
suited the writings of Professor PoVe, "PTole^^ox "^cJ«MBtKft>^ <&^ 
Sweden, and Dr. Joy Jeffries, of BoBton,\5.'^.K. 
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that tho upper and inner portions of the field are often 
limited by an overhanging brow and a deep brid^ to the 
nose. The fallacy thus occasioned may be obviated by 
throwing the patient's head to the left when examining 
the right eye, and vice versa. 

The variations of the field of vi.sion in aroanrotic 
cases, and their value in forming a prognosis is given at 
page 223. It is taken from the late Yon Graefe's valuable 
paper on ** Amblyopia and Amaurosis.'' 

To ascertain and map out correctly the field of vision a 
perimeter should be used. The best are McHardy's self- 
registering perimeter ; Priestley Smith's and Berry's. 

When no perimeter is at hand the following ready 
method may be adopted for ascertaining the state of the 
field of vision : — 

The patient should be placed about one and a half feet 
in front of the surgeon, and having closed his sound eye 
with his hand, he should be told to look steadily with the 
affected one at the nose or the eye of the examiner. 
Whilst the eye is thus fixed, the surgeon should keep one 
or both of his hands moving gently along the line of the 
circumference of an imagmary circle which about cor- 
responds with the normal field of vision, carefully noting 
those j)oints at which the patient says the hand becomes 
either indistinct or lost. If the patient should be unable 
to distinguish the movements of the hand at one and a 
half feet, it may be approximated to the eye, and a 
smaller circle be described ; the parts at which the sight 
is the most defective or wanting being still accurately 
observed. 

To Map out the Field of Vision without the Aid 
of a Perimeter, the patient should be directed to stand 
in front of a black diagram board, placed at twelve inches 
distance from him. Covering with his hand the eye 
which is not under examination, he should fix the other 
on a small white cross which has been drawn in the 
centre of the board and on a level with his eyes. Whilst 
his eye is thus fixed by steadily looking on the cross, a 
small white disc at the end of a piece of wire is to be 
moved in different directions over the board, and at what- 
ever spot it is clearly seen, a 4- is to be made ; when only 
dimly recognized, a — ; and when not visible, an 0. Each 
series of symbols are now to be connected with lines, and 
a map will be thus drawn, wYdckk^iWi^oixl-j Tei^reaent the 
patient's field of vision. 
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To facilitate the copying and reduction of sncli a 
diagram the board slioula be raled in three-inch squares, 
when the drawing can be easily transferred to properly 
ruled paper. 

TT71K0TJBS OF THE OPTIC NEBVE are rare. 

The late Von Graefe related a case of tumour of the 
optic nerve, behind the globe, in which the eye was 
protruded about 9'", and the sight was lost. A micro- 
scopic examination showed the tumour to be a myxoma of 
the optic nerve.* 

Mr. Hulke has recorded a case of tumour of the optic 
nerve in which there was extreme proptosis of the eye, 
and the vision was reduced to quantitative perception of 
light. 

He removed the eyeball and tumour together, the 
optic nerve being severed close to the optic foramen. 
**The tumour was firm, of a spherical outline, in size 
about one-third less than that of the eyeball, from which 
it was separated by a portion of seemingly healthy optic 
nerve, somewhat more than half an inch long." The 
tumour was examined by Dr. Brailey, who states in his 
report : " The new growth appears to be a sarcoma, taking 
its rise in the loose tissue of the intervaginal space, 
most probably from the nucleated cells found upon its 

fibres."t 

In my own practice I have only met with two cases of 
retro-ocular tumours of the optic nerve. 

The first case J was in a man aet. sixty-five. The eye was 
bulged forwards considerably, and was irremovably fixed 
in the orbit. I first excised the globe, and then removed 
a solid tumour which occupied the orbit and completely 
surrounded the optic nerve. Dr. Brailey, the curator of 
the Museum, made a section of the globe, and a micro- 
scopical examination of the tumour. He stated the parts 
witnin the eye were normal, except the optic disc, which 
was greatly swollen from the pressure of the tumour in 
the orbit. 

The growth was a round-celled sarcoma, and apparently 



* Archiv f. Ophthal. x. 1. 194. 
t Royal London Ophthalmic ttoB^\\A\'Rfc^t\a,'sO^«'«^^.^'^- 
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originated from the external layers of the dnral alie&th of 

the optic norye. 
The second case of tnmour of the optic nerve which waa 
under inj care was in a girf 
F'o. 60. about seventeen years of a,ge. 

There was exc^ atiive bulging 
of the eye directly forwarJa, 
BO that the lids conld not 
close nomplately over it, and 
the eye waa blind. I ro- 
moved the eye and the 
tumour. There was no disease 
within the eye. The tomonr 
wasconfinedtotheoptionerve 
behind tlio eye. It was tlie 
size represented ia Fig. 50, 
which exactly shows the ap- 
pearance it presented after 
it had been divided by a 
vertical sectioii. 

Mr. Millea, the curator of 
the Mnseum, examined the 
growth. He foond that the tumour consisted chiefly of 
Bbroua tiasne ; in places the bundles of fibres were sepa- 
rated, and in the spaces left by the separation there were 
here and there groups of small round cells. The sections 
nuder eiaminauon do not show any evidence of nerve- 



ir ot Iho optic 



divided vcrticiilly. Tho uppt 
portiOD shows the optic Dtrv 
where it bad been severed froi 
the globe. 



nrjuiUES OF the OPTIO NEBVE.— The optic 
nerve may be wounded behind theeye, without any injury 
to its external coats, by the passage of foreign bodies mto 
the orbit, or by stabs intothe orbit by some sharp-pointed 
instrument. 

Symptoms. — Sudden loss of sight, the loss beincr 
appreciated by the patient immediately on reci ' 
the wound. More or loss dilatation of the pupil, ■ 
ia uninfluenced by light, and no apparent injury to the 
eye to account for tho sudden deprivation of sight. 
Examined with the ophthalmoscope, there is at first no 
appreciable change in tho appearance of the optic diao, 
except perhaps it may appear slightly more pink than 
the nerve in the other eye, bnt thia increased vascularity 
IB very soon followed bj paWor, aaid. M.Hioio.telj the diao 
becomes quite white, with the wAfi-nfta %maSi, u-iii. \,t(i- 
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Bents all the nsaal appearances of white atrophy (page 
219). 

The following case, illustrative of this rather rare acci- 
dent, was under my care : — 

A yonog man, aged twenty-seyon, was engaged in a street fight, 
when his opponent struck at his head with a clasp-knife. The 
blade penetrated the rim of the wide-awake hat he was wearing, 
passed tbjrough the upper eyelid, close to the upper edge of the 
orbit, and onwards to the optic nerve, which it wounded, out with- 
out touching the globe. The man declared that he was instantly 
blinded. He was positive that he could see well with the eye 
before he received the wound, and on being struck was immediately 
aware of the loss of sight. 

On admission, the pupil was slightly dilated and uninfluenced by 
light. The globe was uninjured, but on the upper eyelid there was 
a recent scar indicating the site at which the knife penetrated the 
orbit, and this scar corresponded to the cut in the rim of the hat 
through which the knife lirst passed. The eye was quite blind ; it 
had not even perception of ophthalmoscopic light. Examined with 
the ophthalmoscope, the optic nerve presented the appearance of 
commencing atrophy. The optic disc was whiter than that of the 
other eye, and the arteries were small and thready. The humours 
of ttie eye were perfectly clear. 

The man-has since been several times at the hospitalf and when 
last seen, about three months after the accident, the optic disc had 
assumed the milky white and flattened appearance of conflrmed 
atrophy.* 

Treatment. — No applications nor medicines willrestore 
the wonnded optic nerve. The sight which is lost is irre- 
parably gone; but attention must be directed to the 
wound, and if a foreign body be detected in the Orbit, it 
should be removed. See Article, " Foreign Bodies in the 
Orbit." 

OPAaUB OPTIC NEBVE FIBRES.— This congenital 
anomaly is recognised by the ophthalmoscope as a white 
patch extending from the optic nerve and terminating in 
feathery striaB in the retina. In the normal condition the 
nerve tubes of the optic nerve lose their medullary sheath 
at and in their passage through the fascia cribrosa, but it 
occasionally happens that in one or more bundles of the 
optic nerve fibres the white medullary sheath is prolonged 
on them for some distance into the retina. This con- 
genital peculiarity does not affect the sight. It is, how- 
ever, generally only detected when the eye is bein^ 

* Lancet, Jan. % 1^1 o. 
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•xamined by the ophthalmoscope for some defect of sightr 
and is therefore occasionally mistaken for an inilam*- 
matory ezndation. 

THE OPHTHALMOSCOPE. 

OPHTHALICOSCOPBS may be divided into two classes, 
the portable and the fixed. There are a great variety of 
portable or hand ophthalmoscopes, for each of which the 
mventor claims certain advantages. The following are a 
few of the many excellent instruments now m use: 
Conper's magazine ophthalmoscope, Fox's, Porves's 
modified by Lang, Loring's, and Landolt's. 

FIXED OPHTHALMOSCOPES are too large and 
heavy to be of much service except for demonstration, or 
for artistic purposes. When once adjusted to the patient's 
eye a number of students can look through the instm- 
ment in succession; or a sketch of the fundus can be 
readily taken, as the eye is kept under observation whilst 
both hands of the surgeon are free for drawing. The 
best of the fixed ophthalmoscopes is Brudenell Carter's, 
made by Mr. Hawksley, of 357, Oxford Street. 

HOW TO WORK WITH THE OPHTHALICO* 
SCOPE. — To completely explore the whole fundus of 
the eye, and to ascertain the state of the lens and the 
vitreous, the pupil should be widely dilated with atro- 
pine ; but where the desired information can be obtained 
without such a thorough investigation, it will be unne- 
cessary and undesirable to submit the patient to this 
annoyance. The examination must be conducted in a 
darkened room, and with a lamp provided with a bright, 
steady flame. The most convenient lip^ht is a small gas- 
lamp at the end of a movable arm, which can be turned 
in all Erections, and raised or lowered as may be required, 
llie burner should be a porcelain argand, protected with 
a piece of wire gauze below to regulate the draught. 
The chimney should be a tube of plain white glass, of a 
uniform diameter throughout its length. When gas 
cannot be obtained, a moderator or a reading-lamp with- 
out the shade will answer almost as well. With all 
ophthalmoscopes, except the binocular, it will be found 
most convenient to place the lamp on the left-hand side 
of the patient, and with the flame on a level with, and a 
little behind the eyes to "be examm^^. 



HOW TO WORK THE OPHTHALMOSCOPE. 2«- 

_ To use a moaocalar hand ophtlialmoBCope.tlieoTjaerver 
sits or Htands in front of the patient, so Uiat biB eyes are 
ft little above the level of those uoder eiamination, and 
at about eighteen or twenty inches distance from thi;io. 




He then with one hand holds tLe ophthalmoscopic mirmr 
close to his own eye, and at such an angle that he catches 
upon its polished snrface the rays of light from the lamp, 
and reflects them into the eje of the patient. Looking 
through the sight-hole of the mirror into the eye thus 
illumined, he proceeds to make either an iadireat or a 
direct eiamination of its fundus. 

For the indirect method he holds in his other hand, 
between his forefinger and thumb, an object-glass of two 
or two and a half inch focus in front of the patient's eye, 
and at from one and a half to two inches distance from it, 
steadying the lens by resting his finders on the forehead, 
as represented in the woodcut (Fig. SI), By moving 
bis own head a little backwards or Torwards as may be 
required, he soon succeeds in brincin™ into view a clearly 
marked inverted ncrial image of thG lundus of the eye ha 
is examining. 

The siia of the inverted image may be increased by 
placing an ocular convei lens of about ten-inch focus 
behind the eight-hole of the mirror, a,wi ^cmmj; ^"i. "fiosi 
same time aa object glass o£ tb.Toe-mct.iw.^s. "^'i.'GQ.'Qiisfc 
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combmation it ivill be n&xmary to approach the head 
nearer to the patient's eje. In order to obtain a view of 
the varioaa pcula of the fundus in euccession, it in requi- 
site to direct the patient to turn his eje in different 
direotiona, and for this purpose it ia convenient to have 
fixed objecti to which to call hia attention. To yee the 
optic nerve, the patient shonld be told to look at the tip 
of the obaerver's ear moat diutant from him ; thua, if the 
right e^e ia under examination he should look at th« 




ri^ht ear of the Eargeon. By this means the globe is 
Bbghtiy inverted, and the optic papilla is brought under 
observation. 

To examine the yellow spot, the patient shoald be 
directed to look straight before him at the eje of the 
HurgeoD, or through the sight-hole of the mirror. 

K)r the direct method, or the examination of the erect 
im^e no object-glass ia required. The right eye of the 
patient should be examined. mWi Wb ti^\. «rj% of die 
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observer, and the left eye with his left eye. The light 
shonld be arranged on the side of the eye to be examined. 
If the right eye be the one under examination the 
observer uionld sit on the side of the patient so that his 
right eye corresponds with the patient's right. The 
patient's head should be inclined towards his own right 
shoulder, whilst the observer bends his head sideways 
towards that of the patient. In this manner tne 
observer can approximate his eye with the ophthalmo- 
scopic mirror very closely towards the patient's eye. 
Their eyes may almost meet, but their faces do not 
touch. 

LATEBAIi OB FOCAL ILLUMINATION of the eye 
is an extremely useful means for examining the surface 
of the cornea or the iris, and for ascertaining the state of 
the lens in cases of suspected cataract. The pupil having 
been first widely dilated with atropine, the patient is 
seated on a chair, and the lamp is so placed that its fiame 
is on a level with, and a little in front of, his eye, and at 
about two feet distance from it. A biconvex lens of two 
or two and a half inch focus is then held so as to con- 
centrate a cone of light upon the eye, when by a slight 
movement of the glass in different directions each pari 
of the structure under examination is in tarn illumined 
until the whole of it has been satisfactorily explored. A 
second lens may be held in front of the eye, to be used as 
a magnifier if required. 

RETINOSCOPY. 

By RETINOSCOPY we are able to delect and esti- 
mate the various errors of refraction ohjedively. It is 
therefore of great use in determining the refraction of 
children, as by this method we can measure the degree of 
myopia, hypermetropia, or astigmatism, and correct the 
defect with suitable glasses without any assistance on the 
part of the patient. 

For an efficient examination the pupil should be dilated, 
and the accommodation paralysed with atropine. The 
patient is to be seated on a chair as for an ordinary 
ophthalmoscopic examination, and the light placed above 
tne head, so that no direct rays from the lamp fall upon 
the face. The surgeon in a chair about four feet in front 
of the patient, with a concave mirror of about nine 
inches focal length, throws a couq q^ ^^^ <5i^ *0^^ 
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comer of the eye to be examined ; the patient being told 
to look straight before him on to the opposite wall. The 
area of the pnpil is illumined, and if the mirror be made 
to rotate slightly, so that it faces in different directions — 
first vertically, then horizontally, and next obliquely — a 
dark shadow will be seen moving with each turn oi the 
mirror across the area of the pupil. It is by the direc- 
tion in which the shadow moves whilst the mirror 
is being rotated that the refraction of the eye is deter- 
mined. 

The following are the points to be noticed in retino- 
scopy : — 

1. If the shadow moves with, i.e., in the direction in 
which the face of the mirror is rotated, the eye is myopio 
in that meridian ; and if the same result is obtained in 
all the meridians, both as regards the distinctness and 
rapidity of movement of the shadow, the case is one of 
simple myopia. 

2. If the shadow moves against, i.e., opposite to the 
direction in which the face of the mirror is rotated, and 
the same result is obtained in all the meridians as regards 
the distinctness and rapidity of motion of the shadow, 
then the eye is either hypermetropic, emmetropio, 
or slightly myopio less than -ID. 

3. If there is a difference in the two opposite meridians, 
either as regards the direction of the shadow, or of its 
distinctness and rapidity of motion, then the eye is 
astigmatic. 

A rough estimate of the extent of the error of refrac- 
tion may be made by noticing the brightness of the 
illumined space, and the distinctness and rapidity of 
movement of the shadow. 

If the illumination be dull, and the movement of 
the shadow small, there is probably a high degree of 
ametropia. 

If the illumination be bright, and there be a broad 
shadow with rapid movement, there is probably a low 
degree of ametropia. 

As a rule, the greater the degree of ametropia the less 
intense is the illumination of the eye. 

Having noticed the direction in which the shadow moves, 

the next step is to correct the defect with glasses ; and to 

do this a spectacle frame is to be fitted on the patient, and 

glasses placed in successiou m front of the eye, and their 

zzeutralizing effects noted. 
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Suppose the shadow is found to move with the mirror 
we have a myopia to correct. First place in the spec- 
tacle-frame a — glass, say — 4 D ; if the shadow moves 
in the same direction, we change the glass for one of a 
higher power, say — 6 D, and if we then find that the 
shadow moves in the opposite direction, that is, against 
the motion of the mirror, it shows that the error has been 
over-corrected, and the refraction made hypermetropic. 
The patient therefore requires a glass between — 4} D and 
•— 6 D, and intermediate glasses may be tried in succession 
until one is found which is just short of over-correction. 
In myopia the patient will require a glass about ID 
stronger than the one determined by retinoscopy. 

If the shadow is found to move against the mirror, a 
trial is to be made, as described in the previous section, 
but with -f glasses placed in front of the eye in succession 
until one is found which just corrects the error. If a too 
strong -f glass be tried it will be at once detected by 
noticing that the direction of the shadow is changed, and 
that it moves with the mirror, showing that the eye has 
been rendered myopic ; lower power glasses must then be 
substituted in succession until the one is found which is 
just short of over-con'ection. 

The glass to be ordered for hypermetropic eyes must be 
2 D less than the power estimated by retinoscopy ; 1 D 
has to be deducted for the loss of the accommodation 
produced by the atropine, which has dilated the pupil 
and paralysed the accommodation ; and 1 D for the over- 
estimate which is made by retinoscopy of the degree of 
hypermetropia. 

In paragraph 2, page 244, it was stated that the shadow 
moving against the mirror may indicate either hyperme- 
tropia, slight myopia, or erametropia. 

The following distinguishing tests may be applied : — 

If with +1 D placed in front of the eye, the shadow 
continues to move against the mirror, the eye is hyper- 
metropic. 

If with a -f 1 D the direction of the shadow is changed, 
and now moves with the mirror, substitute another glass 
-f -50 D, and if the shadow still moves with the mirror, 
the eye is myopic. 

If with a 4-1 D the shadow moves with the mirror, 
substitute another glass 4-*50 D, and if the shadow now 
moves against the mirror, tYie e^^ \^ ^T£isaa\»t^'\j^a* 

To estimate Asti^matiBin, ^pioc^^^YEL^Ca^^^ss^''^^^ 
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as if testing a case of simple myopia or hypermetropia. 
Determine the refraction of one and then of the otner 
meridian with spherical glasses ; thns, take for instance 
a case of Hypermetropic astigmatisin. 

Suppose in the vertical meridian the degree of hyper- 
metropia = + 2 D ; and in the horizontal meridian the 
hypermetropia = + 4 D. 

Deduct 1 D for the error of retinoscopy, 

and 1 D for the loss of accommodation from atro- 
pine; 
And we find the patient would require — 

a + 2 D cylinder, axis vertical. 

Take next a case of Myopic astigmatisin. 

Suppr)se in the vertical meridian the degree of myopia 
= — 6 D ; and in the horizontal meridian the myopia 
= — 3 D. Add the — 1 D for the error in retinoscopy ; 
and we find that the 

Myopia = vertical merid. — 7 D. 
horizont. merid. — 4 D. 

The correction then would be a glass 

— 4 D spherical 

— 3D cylindrical, axis horizontal. 

Mixed Astigmatism is the most difficult eiTor of 
refraction to diagnose and estimate. The movement of 
the shadow is difi'erent in direction in each of the two 
principal meridians : thus, in the vertical meridian the 
shadow may be with the mirror, showing myopia: in 
the horizontal meridian against the mirror, indicating 
hypermetropia. Suppose then we find by retinoscopy 
that 

The vertical meridian = — 2 D, 
The horizontal meridian = -|- 3 D. 

According to the rule already mentioned we add— 1 D 
to the myopia, and deduct + 21) from the hypermeteopia; 
and we have 

"Vertical mend. —3D ^ i at, ^ ^ i.* mi i. 

==^—. — — i JT — r-Tri ; and the correction will be a 

Horizontal mend. + 1 D 

, gg_-3D^pher. . 

-/- 4 D cylind. axis vertical ; 

Or, what is the same, "^ \^''^'v^''; • v « v x 
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For an explanation of tlie theory of retinoscopy, I 
wonld refer the reader to tlie excellent paper on the 
subject by Mr. Oharnley, Boyal London Ophthabnic 
Hospital Reports, vol. x. p. 244, 



CHAPTER YI. 



ANOMALIES OF REFRACTION AND DISEASES OF 

ACCOMMODATION. 

ANOUALIES OF BEFBACTION AND DISEASES 
OF ACCOMMODATION. — The power which the eye 

S assesses of bringing to a focns on the retina rays of 
fferent directions, is termed accommodation. By this 
power the eye is able to distinguish clearly objects at 
varions distances. The fact that we are nnable to see 
distinctly at the same moment near and distant objects is 
conclusive evidence that there must be a focussing power 
within the eye. Accommodation is a muscular, utnough 
an unconscious, effort, and must not be confounded with 
refmction, which is a faculty possessed by all eyes of 
bringing certain rays to a focus on the retina toithout 
any accommodative effort, and is dependent on the 
shape of the globe and on the media within it. The 
experiments of Helmholtz with his ophthalmometer 
proved conclusively that during accommodation for near 
objects, the lens, and especially its anterior sur&ce, is 
rendered more convex, and approaches the cornea; and 
that the pupil contracts and advances whilst the periphery 
of the iris recedes. The agent through which the change 
in the lens is effected is the ciliary muscle, but the 
mechanism by which this is accomplished has not yet been 
satisfactorily demonstrated. The contraction of the pupil 
during accommodation Bonders considers as probably omy 
an associated movement. That the iris has no share in 
the process of accommodation was proved in a case under 
the care of Yon Graefe,* where he removed the whole 
of the iris, and afterwards ascertained by a careful 
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ezamination tbat the eye still possessed a range of 
accommodation which corresponded to the age of the 
patient. 

In a normal eye distant objects are seen without any 
effort of the accommodative power ; it is only for near 
objects that there is active accommodation. This is proved 
by mydriatics — drugs which dilate the pupil and paralyse 
the accommodation. If we drop into the eye one or two 
drops of a solution of atropiaa sulphat. gr. 4 ad aquae S^i 
we not only dilate the pupil, but in about forty minutes 
we paralyse the accommodative power, that is, we relax it 
to its utmost. We then find tnat the patient is unable 
to define clearly near objects, but distant vision is unim- 
paired. 

The nearest point of distinct vision for small type Ko. I. 
is called the punctum proximum or near point, and is 
expressed by the letter ^. 

The furthest point of distinct vision for the same 
type is called the punctum remotum or far point, and 
is expressed by the letter r. 

The distance between the near and the' far points is 
termed the range or the amplitude of accommodation. 

In the emmetropic eye of a child the near point lies at 
from 3^ to 4 inches from the eye, and this recedes as age 
advances. The far point lies at infinite distance. 

An eye is said to be normally constructed or emmetropic 
when it is able by virtue of its own refractive power, and 
without any effort of the accommodation, to unite to a 
focus on the retina parallel or distant rays. 

There are two ways in which the refraction may differ 
from that of the emmetropic eye. The axis of vision 
may be too long, so that parallel rays are brought to a 
focus in front of the retina, as in myopia ; or the axis 
of vision may be too short, as in hypermetropia, where 
parallel rays are united behind the retina. We have now 
to consider in succession the following conditions of the 
eye and the treatment which is suited to each : — 

Myopia, Astigmatism, 

Hypermetropia, Presbyopia. 

The three first-named are anomalies of refraction, as 
the impairment of sight they produce may be altogether 
independent of any faulty state of the accommodation. 
Presbyopia, however, mustloe ie§aT^^^«u"a ^TiQ.\xas\^\aJvft 
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occurring in an emmetropic eye as a natural result of in- 
creasing years, and without any necessary, defect of its . 
power of refraction. 

MYOPIA. 

Myopia, or Short Sight, is usually dependent on a 
too great length in the antero-posterior diameter of the 
globe, so that the rays of light coming from a distance are 
Drought to a focus in front of the retina, upon which circles 
of diffusion are formed in the place of a clearly defined 
im^e, and the object, therefore, appears confused and 
indistinct. Myopia may, however, be due to a too great 
refractive power in the eye, without any abnormal increase 
in the length of the globe, as in those exceptional cases 
of spasm of the ciliary muscle in which an undue rotundity 
is given to the lens. Nearly all the cases of myopia are 
dependent on the first-mentioned cause, and the ex- 
tension of the antero-posterior diameter of the globe will 
be found to arise from a prolongation of the posterior 
half of the eye. It is seldom that there is any change in 
the diameter in the anterior or corneal half. This in- 
crease in the length of the globe is usually accompanied . 
by a thinning of the sclerotic, and a partial atrophy of 
the choroid, and is recognised by the names Posterior 
staphyloma, or Sclerotico- choroiditis posterior. It is usually 
found in all cases of severe myopia. Graefe says that it 
is always present when the myopia exceeds ^, that is, 
when a stronger concave glass than one of five-mcb nega- 
tive focus is required to correct it ; but a posterior sta- 
phyloma will be often seen in myopia as low as -^-g or s^y. 
The staphyloma may be a uniform prolongation of tne 

I)06terior coats of the eye, but it is generally a more or 
ess marked ovoid bulging between the yellow spot and 
the outer margin of the optic disc. The great lengtb of 
a highly myopic eye may be usually seen by drawing the 
outer canthus away from the globe with one finger, whilst 
the patient is made to look as much inwards as possible 
by directing his attention to an object on the other side 
of his nose. 

Myopic patients can usually see clearly near objects, 
but they are unable to make out those at a distance, and 
in endeavouring to do so they instinctively partially close 
the eyelids, to diminish the palpebral aperture, Ixl^Jo^s^ 
manner they cut off many oi tYio "^etrpuettkN. x^'^ -^aS»^ 
emanate from the object they are lookm^ «i.\.> ^Siin^Vi *CKaa 
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limiting the circles of diffusion tbey obtain a more sharply 
defined image. 

Myopia may be hereditary, congenital, or acquired. It 
is generally hereditary, but twt congenital, in tliat it does 
not usually manifest itself until after eight or nine years 
of age. Myopia will be often found to have existed in 
families for many past generations. Acquired myopia is 
occasionally seen m watchmakers, steel-plate engravers, 
and others, who for many years have been in the habit of 
applying their eyes for several hours daily to fine work, 
or to literary pursuits. Like all other bodily defects, 
when once acquired it may be transmitted, and so be- 
come hereditary. No doubt to insure this result, it is 
necessary that the eye should have been specially used 
throughout several generations. Myopia may be thus 
regai*dcd as one of the evils of civilization and high mental 
culture. The great demands which scientific and manu- 
facturing pursuits make on the eyes cause them to gra- 
dually attain through successive ages an increased growth 
and development. Up to a certain point this is produc- 
tive of improved vision — of sight which is good for both 
near and distant objects ; but beyond a fixed limit the 
eyes become too large, and myopia is the result. 

Ophthalmoscopic Appearances of a Myopic 
Eye. — By direct examination, that is, by aid of the mirror 
without the use of the object lens, an inveHedim&ge of the 
fundus may be seen at some inches from the eye ; thus, 
if the observer move his head in one direction, the retinal 
vessels will appear to travel in the other. The reverse of 
this occurs in the direct examination of hypermetropic 
eyes, when the parts of the fundus will seem to move with 
the head, proving that the image is erect. 

To obtain an erect image of the fundus of a myopic 
eye, a concave lens should be placed behind the sight-hole 
or the mirror. The strength of the concave lens through 
which the observer can see clearly the details of the 
fundus of the eye will give an approximate measure of 
the myopia of the patient; thus, beginning with 1 D 
concave lens, and trying in succession a series of glasses 
of higher powers, the lens which shows most distinctly 
the retinal vessels will indicate nearly the actual degree 
of myopia. 

By an indirect ophthalmoscopic examination, that is, 
bjr the aid of both the ndiTOx a.Ti^ oV^^oX Vo.^, \3cife o^tic 
nerve and vessels appear •xa^XieT ^m«Si«t H}aw\. \x^ ^ss. 
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emmetropic evo. In most myopic eyes evidence of a 
posterior Btapnyloma is seen in a small wliite band or 
crescent generally on the apparent inner side of the optic 
nerve. This is known as the myopic arc or crescent It 
is oansed by the prolongation backwards of the sclerotic, 
and consequent stretchmg of that portion of the choroid 
which corresponds to the staphyloma. This extension of 
the choroid induces atrophy and thinning of its texture, 
80 as to render transparent that part of it which is adja- 
cent to the optic nerve, and upon which the greatest pull 
is exerted, and thus to allow the white shining surface of 
the subjacent sclerotic to gleam through. Occasionally 
the choroid is completely detached around a portion of 
the margin of the optic nerve. The width of the arc is 
usually proportioned to the degree of the mvopia, and in 
severe cases it will sometimes extend entirelv round the 
optic disc, or instead of a crescent there will be a large 
wlnte irregular patch, over which the retinal vessels will 
be seen coursing. (See Article ScLEaoTico-OHOEOiDiTis 
PosTBKiOR, page 197.) 

By Betinoscopy. — ^The shadow moves with the mirror. 
(See page 245.) 

Treatment of Myopia. — In examining a myopic eye 
the points to be decided are : — 

1. The degree of myopia and the range of accommoda- 

tion. 

2. Whether the myopia is stationary or progressive. 

3. Whether it is simple or complicated. 

1. The Degree or Myopia and Bange of Ac- 
oommodation.'i^ — Note the farthest distance from the 
eye at which the patient can read No. I. This is his far 
point, and represents approximately the degree of the 
myopia : thus if he can read No. I. at eight inches he has 
theoretically a myopia of 4*5 D, requiring a concave lens of 
eight inches focal length for distant objects ; if at five 
inches, a glass of 7 D, or five inches focal length, and so 
on. In practice, however, it will generally be found that 
the patient requires a glass of rather lower focal power 
for distance. 

Next determine the near point, and this is done by 
ascertaining how close to the eye the patient can read 

• The best types we those prepared by Dr. &\i<&\\«ii^ qV ^iVxfe^Sc^.. 
Thejnwy be obtained of Williama and ISoT^-aX^^ ^qt^^-qX. ^-k^^"^, 
JjondoD. 
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the same type; the space between the near and far 
points will inaicate the range of the accommodation. In 
low degrees of myopia the range of accommodation is 
C^neraUy good, but less than in emmetropia ; whilst in 
the high degrees of myopia the range is nsually very 
contracted. 

Having proceeded so far, find out by trial with 
snccessive glasses the weakest concave leDS with which 
the patient can see No. XX. at twenty feet. If no glass 
will bring his sight np to this standard, his acnteness of 
vision is impaired, and this defect is due to some other 
canse than simple myopia. (See Comflications of 
Myopu, page 254.) 

Each eye should be tested separately by closing the 
one which is not under examination, telling the patient 
to place his hand over it. In testing with glasses, each 
lens should be placed as close to the eye as it would be 
worn in the spectacle frame, as its strength is increased 
if it be held at a distance. 

If there be a great difference in the degrees of myopia 
of the eyes, it is often impossible to provide the more 
myopic eye with a glass which will enable the patient to 
use the two eyes together with comfort. In such cases it 
is better either to give spectacles with both glasses of the 
same focal power as that which is suited to the least 
short-sighted eye ; or to give to the more myopic eye only 
a slightly stronger glass than that required for the 
better eye. In the low degrees of myopia each eye may 
be furnished with the glass which neutralizes its myopia. 

If there be an insufl&ciency of the internal recti 
muscles, so that the patient is unable to converge both 
his eyes on a near object, and this defect is not corrected 
by the use of concave spherical glasses, and the patient 
complains of discomfort or pain, much benefit will often 
be round from adding a pnsm to the lens with its base 
inwards. A prism of 1°, 2°, 3°, or 4° may be given to 
the more defective eye, and if necessary a prism of a 
lower power to the better eye. In cases where the 
insufficiency is so marked as to cause a divergent squint, 
the external rectus of one or both eyes may be divided. 
The external muscle of the most defective eye should be 
first divided, and if after an interval of a few days it is 
fonnd that the effect has not been sufl&cient, a similar 
tenotomy should be peTioTmeSi oia. \Jaft q>^W e^e. Great 
jadgment must be exercised "beioT^ ^viHS^^ ^^ ^iKktw^ 
rectuB of even one eye m caaea ol mio^-^v. ^^w^^^ 'Q^^ 
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insuflSlciency of the internal recti is not very pronounced, 
as I have frequently seen the most troublesome diplopia 
follow the division of only the one external rectus 
muscle. 

General Bules for the Selection of Glasses.— 
When the myopia is below 2 D or A^, no spectacles 
should be worn, but the patient should be furnished 
with glasses in a folding frame, which he can apply to 
his eyes when looking at objects beyond his range of 
vision. 

In myopia from about 2 D or y'^ to 3 D or ^^, one pair 
of spectacles which will enable the patient to read No, 
XX. at 20 feet will usually be sufficient. If reading 
glasses are required, and the accommodation is good, 
the patient may use the same glasses as for distance. 
If, however, the accommodative power is impaired, the 
reading glasses must be of a lower power. 

In myopia from about 3 D or ^^^ to 5 D or j^, it will be 
well to give the patient spectacles with weak lenses for 
reading, and stronger concaves for wearing in the streets 
or when looking at things at a distance. 

In high degrees of myopia, as from 6 D or J^ upwards, 
the patient should not, as a rule, be allowed to wear con- 
stantly glasses which completely neutralize the myopia, 
as they will often fatigue the eye, and produce too much 
dazzling. He should be ordered, for constant use, the 
concaves which suit him best for reading and enable him 
to see well eight or ten feet in front of him, and in 
addition he should be given a pair of glasses in folding 
frames of a focus which will represent the difference 
between those he requires for reading and distance. 
These he may hold in front of his spectacles when looking 
at objects beyond the power of the glasses he has on ; 
thus, a patient who requires — 9 D or - J for distance, 
and — 3 D or - iV for reading, may be ordered spectacles 
with — 3 D or — Y^j for constant wear, and a double eye- 
glass with — 6 D or - | f or occasional use in front of his 
spectacles ; because -3D with -6D=-9D. If 
the glasses dazzle, or if the eyes are irritable, much com 
fort maj^ be often gained bv ordering the lenses to be 
tinted with cobalt blue ; and this is especially beneficial 
if the eyes have to be much used with artificial light. 

In cases of extreme niyopia, as from 18 D or \ ^ 
12 D or ^ or 9 D or J, I have occa.aVonMkSL'j io^^ ^Oaa 
Bight for distant ohjeoU greatly impxo^^Vs ^'^'v^fl^^^^ 
cone* 
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2. Whether the Myopia is Stationary or Pro- 
gressive. — In most young people the myopia is pro- 
gressive ; it is therefore of tne utmost importance that 
the rules which are given under the heading of Gekebal 
Directions should be strictly followed, in order to retard, 
if possible, its increase and render it stationary. 

In stationary myopia of a low degree, the sight may 
steadily improve as age advances, and ultimately the 
patient may be able to discard the use of glasses, but 
this is rather exceptional. In myopia of a nigh degree 
there is always a strong tendency to increase. If the 
progress is rapid, it is usually accompanied with 
symptoms of irritation, which require careful manage- 
ment. The patient complains of muscse, flashes of light 
and globes of fire ; the eyes will flush easily when read- 
ing, or often without an apparent cause, and they look 
red and irritable. "With such symptoms the use of 
glasses should be for a time abandoned, or only those of 
a low power allowed, sufficient to enable the patient to 
perform the duties absolutely required of him. A leech 
to each temple, repeated every two or three days for a 
few times, will sometimes give great relief. A small 
blister of the size of a shilling may also be applied be- 
hind the ears, and repeated from time to time, so as to 
keep up a little counter-irritation ; or some stimulating 
liniment may be used for a similar purpose. The eyes 
may be frequently bathed with a cold lotion (F. 43, 51), 
which may DC applied over the closed lids with a fold of 
linen when the patient is lying down. The most impor- 
tant treatment, however, consists in rest to the eyes, by 
abstaining from all work, and especially that which in- 
duces a stooping position of the head. 

3. Whether the Myopia is Simple or Com- 
plicated. — If suitable concave glasses fail to make the 
patient read No. XX., Snellen, at 20 feet, there is super- 
added to the myopia some other defect to account for his 
impairment of vision. Myopia may be complicated — 
1, with amblyopia or weak eight, due to defective sensibi- 
lity of the retina ; 2, with astigmatism : 3, with an in- 
creasing posterior staphyloma and atrophy of the choroid ; 
4, with deficiency of power of the internal recti muscles 
(muscular asthenopia) ; 5, with opacities of the cornea ; 
6, with opacities of the vitreous ; 7, with choroidal or 
retinal hasmorrhage ; 8, with partial detachment of the 
retina ' For the treatment o^ aWWia^^ Oiom^lvL^tloiLa the 
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reader is referred to the different sections under which 
they will be fouDd in the index. 

General Directions for Myopic Patients.— Avoid 
all stooping positions of the head, as they tend to cause con- 
gestion of the eyes. In reading, sit with the head thrown 
back, and bring the book to the eyes instead of taking the 
eyes to the book. Never, if it can be avoided, read books 
printed in narrow double columns ; the having to relax 
frequently the accommodation, as the eye travels from 
one short line to the next, tends to induce fatigue. Never 
read in a moving carriage ; the repeated jolts displace the 
words on which the eye is fixed, and tire the eye by 
requiring it to keep readjusting itself. If the eyes grow 
fagffed whilst reading, rest awhile, and do not resume 
work until they are refreshed. Avoid working by an 
artificial light, and especially gas which flickers. The 
bast lights are wax candles provided with shades which 
throw their light on the object to be seen, and leave 
the rest of the room in comparative darkness, into 
which the eye can roam when feeling fatigued. "VVhen 
the eyes are tired, or hot and irritable, the best applica- 
tion is cold water, with which the eyes, the lids being 
closed, may be bathed ; or a gentle stream of cold water 
may be carried against the closed lids by means of the 
siphon eye-douche. 

HYPEBMETBOFIA is the reverse of myopia; for 
whereas in myopia the optic axis was too long, and 
parallel rays, or those emanating from distant objects, 
were brought to a focus in front of the retina, in 
hypermetropia the antero-posterior diameter is too short, 
and the focal point of parallel rays is behind the retina. 
The result of this defect is that only converffent rays 
can be brought to a focus on the retina. The hyper- 
metropic eye is consequently unable to receive correct 
impressions of things at a distance when in a state of 
repose — that is, with its accommodation relaxed — but it 
has to bring into action its focussing power, in order 
to converge sufl&ciently the parallel rays. _ The strain on 
the accommodation is therefore in proportion to the near- 
ness of the object. 

Adopting Donders's classification, hvpermetropia may 
be divided iuio acquired and original, Tne acquired is oc- 
casionally met with in old people, genexall^ ^\3«^^ «c^ ^ 
eeventv years of age, when it is a8B0cm\A^'^\^Y^^'^"l^''S^»^^ 
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Hypermetropia may thus be often found in an originally 
emmetropic eye. The patient not only recjuires convex 
glasses for reading and looking at near objects, but the 
refractive power of the eye has become so reduced that 
he also needs convex glasses for distance. Another form 
of acquired hypermetropia is found in cases of what 
Bonders calls " aphakia," or absence of the lens from the 
eye. This may occur from extraction of the lens for 
cataract^ or from a dislocation of the len^ out of the 
field of vision from an accident. In both of these cases 
convex glasses are required for distance. 

Original Hypermetropia may be said to exist in two 
states, the manifest and the latent. 

The manifest is that degree of hypermetropia which 
the patient exhibits before the accommodation has been 
paralysed with atropine. 

The latent is the amount of hypermetropia which is 
found after the accommodation has been paralysed with 
atropine, and which was not manifest so long as the 
patient exerted his focussing power in looking at distant 
objects. 

JDonders further divides hypermetropia into absolute, 
relative, and facnltative. 

Absolute is when the eye can neither read fine print, 
nor tell clearly distant objects. With the strongest con- 
vergence of the eyes the patient cannot accommodate for 
parallel rays. This form is seldom met with in the young, 
as with them there is nearly always a certain amount of 
accommodative power, which enables them to overcome a 
portion of the hypermetropia. 

Relative Hypermetropia is when, in order to see 
clearly a near object, say at a distance of sixteen inches, the 
eyes are obliged to converge as if looking at one at twelve 
inches. The patient can only accommodate for the real 
point, by converging the visual lines to another point 
nearer to the eyes ; in fact, by giving to them a periodic 
convergent squint. 

Facultative Hypermetropia is when the patient can 
see clearly distant objects, either with or without convex 
glasses, and he can also, with an effort which is almost 
unperceived, read and write well, but the eyes are specially 
liable to suffer from asthenopia when called upon to per- 
form much continuous close work. Such eyes also soon 
become presbyopic. 
Dondera has shown tliat itom ^>0 \ft ^^ ^^^x^ ^l^'aji'CRa 
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emmetropic eye becomes hypermetropic; the hyperme- 
tropic eye more hypermetropic ; and the myopic eye leas 
myopic or emmetropic, or even hypermetropic according 
to its degree of myopia.* 

Treatment of Hypermetropia.— Find out the 
degree of hypermetropia, and then furnish the patient 
with snch glasses as. will best remedy this defect. 

To Ascertain the Degree of Hypermetropia. — 
First direct the patient to look at Ko. XX. at 20 feet 
distance, and fmd out the strongest convex glass with which 
he can clearly make out that type. The strength of the 
lens will indicate the degree of manifest hyperme- 
tropia : thus, if a 2 D or 18-inch focus convex glass be 
required, the patient is said to have a manifest hyperme- 
tropia of 2 D or A". He should then be directed to read 
No. I. with this glass, and if he can do so with facility he 
may be allowed a pair of spectacles with lenses of the same 
focus for constant use ; but if he should be unable to see 
the type or only to make it out with difficulty, stronger 
glasses should be tried in succession until the eyes are 
suited. The spectacles which are thus furnished to the 
ptatient will probably, however, only suffice him for a 
time, as they do not neutralize his latent hypermetropia, 
and this will c^adually become manifest as the patient, 
b^ the aid of nis glasses, ceases to strain his accommoda- 
tion for distance. After a time he will probably there- 
fore re<|uire stronger glasses. In low degrees of hyper- 
metropia, for practical purposes this examination may 
be sumcient, and suitable glasses mav be thus given to 
the patient ; but in all severe cases the amount of latent 
hypermetropia should also be ascertained. To do thill, 
the accommodation of the eye should be first paralysed 
by dropping into it a few drops of a solution of atropine, 
gr. 4 ad aquas 51; and when the full effect has oeeih 
gained, try what convex glass will enable the patient to see 
No. '^^ at 20 feet. Now, an ordinary emmetropic eye thus 
treated would be able to read, unaided by glasses. No. XX. 
at 20 feet, for without any effort of accommodation it can 
unite parallel rays on the retina ; but the hypermetropic 
eve will need a convex lens, and one of a greater power than 
that which was called for before the instillation of the atro- 
pine. The focal power of the lens now required will give 
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the degree of latent hypermetropia. As a rale the patient 
cannot wear constantly glasses of the strength necessary 
to neatralize the latent hypermetropia, as, from having 
i)een long accustomed to use unconsciously his accommo- 
dation for distance, he is nnable to completely relax it, 
ftnd strong convex glasses would confuse and fatigue the 
eye. He should therefore first be ordered weaker glasses, 
and these may be changed from time to time for stronger 
ones, as may be necessary. 

Feouliarities of the Hypermetropio Bye.— It.is 
smaller in all its dimensions than the emmetropic eye, but 
especially in the antero-posterior diameter, so that the 
globe has a flattened appearance. This can be distinctly 
seen if the patient is directed to look as far inwards as 
possible whilst the outer canthus is drawn outwards 
with one finger. It will then be noticed that the curve 
of the eye over which the external rectus curls to its 
insertion is short and abrupt, and that the globe looks 
'flat and small for the orbit. Bonders says: *'The 
hypermetropic eye is in general an imperfectly developed 
mfe* If the dimensions of all the axes are less, the 
expansion of the retina also is less, to which, moreover, 
& slighter optic nerve and a less number of its fibres 
eorrespond." ♦ 

Opnthalmosopic Appearances of a Hypermetro- 
pio Eye. — 'By direct examination, that is, by the aid of the 
mirror without the use of the object lens, an erect image 
<>£ the fundus can be seen at several inches from the eye, 
ipid on the observer moving his head the retinal vessels 
wiU be seen to travel in the same direction. The highest 
^nvex glass placed behind the sight- hole of the mirror 
through whicn an erect image of the fundus can be seen 
will give an approximate estimate of the degree of hyper- 
metropia. 

By an indireot examination, that is, by the aid of both 
Hke mirror and object-glass, the optic nerve and vessels 
appear larger than in uie normal or emmetropic eye. 

By BetiiLOBCopy the shadow moves against the 
ipirror. (See page 244.) 

Hypermetropia is very hereditary ; many members of 
a fewiily, of which one or both the parents are hyperme* 



* JDondors, On the Accommodation and Befraction of the Eye, 
246. 
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tropic, are frequently found also to sufEer from this defect 
of the eyes. 

BesTilts of nypermetropia.--It is the most fre- 
quent cause of convergent strabismus, and of asthenopia 
or weak sight. 

PRESBYOPIA. 

PBESB70PIA, OB LONG SiaHT, is one of the first of 
the legion of troubles which advancing years bring upon 
all of us. In true presbyopia the near point is removed 
from the eye, but distant vision is unimpaired. The first 
intimation the patient has of commencing presbyopia is 
that the type which he could once see clearly at from 
eight to twelve inches, is now indistinct, and in order to 
read it, he is obliged to hold the book at aj^reater distance. 
As presbyopia ^vances, the failure of sigl^t for near 
objects increases, and this is especially noticeable in the 
evening, when the patient seeks a strong light to work by, 
because with it the pupil contracts and the circles of diffu- 
sion are rendered smaller. 

Presbyopia is caused by a diminished power of accom- 
modation, and probably also by senile changes in the 
structure of the lens. It creeps on imperceptibly, the 
near point being gradually removed further from the 
eye as age advances, until the Datient is unable to discern 
any small objects without tne aid of convex glasses. 
Bonders says : '* The term presbyopia is, therefore, to be 
restricted to the condition in which, as the result of the 
increase of years, the range of accommodation is dimi- 
nished, and the vision of near objects is interfered with." 
" It is,'' he remarks, ** no more an anomaly than are grey 
hairs or wrinkling of the skin."* 

Bonders also states that in the emmetropic eye the near 
point begins to recede as early as 10 years of age, and 
from that time the recession continues, until at the age of 
from 40 to 45 it lies at about eight inches from the 
eye, when the patient begins to experience inconvenience 
in reading, ana may be considered as presbyopic. The 
presbyopia continues to increase with advancing years. 

From 50 to 55 years of ase, the far point l>egins to 
recede, and the eye becomes also slightly hypermetropic. 



• Donders, On the Accommodation and R^tt^<i\.\a\i^V*Ow!i'^'^<fc^ 
p. 210. 
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and the sight for distance is improved by low power con- 
yez glasses. This hypermetropia increases witn age ; and 
at from 70 to 80 years of age the patient will require a 
fflass of from 1 B or ^V to 2 D or ^ to enable him to see 
clearly distant objects. 

Treatment of Presbyopia.— It is a question often 
asked, When ought convex glasses first to be used P Bon- 
ders says : " So soon as, b^r diminution of accommodation, 
in ordinary work, the required accuracy of vision begins to 
fail, there is need of convex glasses. The test is, that 
with weak glasses of from 0'5 D or ^V to 1 D or -^^ at the 
same distance as without glasses, the accuracy of vision 
is manifestly improved."* It is an error to suppose that 
presbyopic patients should postpone the use of glasses 
for as long a period as possible. By so doin^ they subject 
themselves to an amount of discomfort which could be 
avoided, and without any advantage to compensate for 
the sense of fatigue, heat, and occasional redness of the 
eyes which an overstrained effort of the accommodation 
induces. 

In selecting glasses for a presbyopic patient, those 
should be chosen which enable him to read with ease 
Ko. I. at about ten or twelve inches from the eye. If 
stronger glasses are given, they are apt to induce fatigue. 
When convex glasses are first called for, it will generally 
only be necessary to wear them in the evening, as by day 
the patient will be able to perform all his duties without 
their aid. But soon he wul take to his glasses by- day, 
and then a pair of stronger ones will hd required for 
evening use. Whenever, therefore, the patient has to in- 
crease the x>ower of his glasses, he should take his evening 
pair into day use, and obtain stronger ones for his 
evening's work. 

The following is an approximation of the glasses 
required at the various ages after forty. Every -patient 
should be carefully examined before the glasses are 
ordered, as age alone will not indicate the glasses re* 
quired : — 

^ Donders, On the Accommodation and Befraction of the Eve, 
p. 217. 



ASTIGMATISM. 



'261 



Age. 


TN* A. -. 


Numbers in 


Numbers in 


Dioptres. 


French inches. 


English inches. 


45 


1 


36 


40 


50 


2 


18 


20 


55 


3 


12 


13 


60 


4 


9 


10 


65 


4-50 


8 


9 


70 


5-50 


H 


7 


75 


6 


6 


^ 


80 


7 


^ 


51 



ASTIGMATISM. 

ASTIG-MATISM. — ''Ametropia," says Bonders, " com- 
prising the lesions of refraction, is resolved into two 
opposite conditions : myopia and hypermetropia. Every 
lesion of refraction belongs to one of these two. Some- 
time.s, however, it happens that in the several meridians 
of the same eye the refraction is very different. In one 
meridian the same eye may be emmetropic, in the other, 
ametropic ; in the several meridians a difference in the 
degree and even in the form of ametropia may occur." * 
This defect, dependent on a want of symmetry of the 
meridians of the eye, has been termed astigmatism. The 
explanation of this anomaly is the following : — ^The cornea 
in a normal eye is a segment of an ellipsoid, and as its 
horizontal and vertical axes are of different lengths, it 
follows that its curvatures in these directions must sdso 
differ ; and that vertical and horizontal rays falling upon 
such a surface must be unevenly refracted, and therefore 
unite into two separate foci. As a rule the vertical 
meridian has a shorter focal distance than the horizontal 
Hence it is that in most eyes vertical and horizontal lines 
are not seen with equal clearness from the same point 
and at the same time. 

So far, astigmatism may be considered a natural defect 
due to a difference of the vertical and horizontal carva*: 



• Bonders/ On the Accoiranod^tiott'Wi^'^tSxwi^S.^ii.-^'^*^^'^^^ 
p. '449. 
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tores of the cornea, and which in a minor degree is com- 
mon to all eyes. It is only when there is a marked 
asymmetry between the meridians of the cornea that 
it attracts notice, and calls for the aid of cylindrical 
glasses. 

There are two distinct forms of astigmatism : the irre' 
gidar and the regular, 

IBBEaULAB ASTiaMATISM.— Bonders divides this 
form into normal and abnormal. 

a. Normal Irregular Astigmatism is due to a 
pecnlianty m the stmctnre of the lens. The principal 
phenomenon, he says, attending this irregularity is 
monocular polyopia. This multiplication of the object is 
to be explained by there being from some cause an aber- 
ration of the rays as they pass through tbe different 
sectors of the lens, and consequently "an imperfect 
coincidence, even after accommodation, of the images of 
the different sectors."* 

p. Abnormal Irregular Astigmatism may arise 
from some defect of either the cornea or lens. 

From the Cornea.— We have examples of this form 
of irregular astigmatism in conical cornea ; occasionally 
after the extraction of cataract, and after corneal ulcera- 
tions. 

From the Lens. — Irregular astigmatism may be 
caused either by a change in the structure of the lens as ^ 
is sometimes seen in the early formation of cataract ; or 
by its displacement, as in cases of partial dislocation of 
the lens into the anterior chamber, or vitreous. 

BEaXJLAB ASTIO-MATISM is due to a difference in 
the focal lengths of the meridians of the eye, and is to be 
corrected by proper cylindrical glasses. It is with this 
form that we nave now to deal. 

Begular astigmatism may be acqmred and congenital. 
The acquired may be produced by perforating wounds 
the eye, and especially those which are near the margin 
of. the cornea ; thus, it is occasionally met with after Uie 
operations of iridectomy and extraction of cataract. 
Ulcerations of the cornea usually give rise to irregular 
astigmatism ; a case, however, is related by Donders 
in: which, after a perforating ulcer of the cornea, thd 



'* .Dgadem, Obt the AccoimaodaUoTi mA "B^link^Sskii^l IW Eife^ 
p. 548. 
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astigmatism was sufficiently regular to be corrected by a 
cylindrical glass. 
Begular Astigmatism may be divided into— 

1 . Simple Astigmatism, that is, when one meridian 
is emmetropic, and the other either hypermetropic or 
myopic. 

2. Compound Astigmatism, when both meridians 
are either myopic, or hypermetropic ; but the defect^ in 
one meridian is greater than in that of the other : thus, if 
the case is one of compound myopic astigmatism, in the 
horizontal meridian the myopia may be 2 D or ^, whilst 
in the vertical it may be 3 D or y^* 

3. Mixed Astigmatism, that is, where there is 
hypermetropia in one meridian and myopia in the other. 
Such cases are comparatively rare. 

To Ascertain the Presence of Astigmatism.— 
First test the patient's eyes with spherical glasses, and 
determine whether they are myopic or hypermetropic, and 
if either, what glasses most nearly neutralize his defect 
of sight. Having, however, failed to restore by glasses 
his acuteness of vision, the question is whether his im- 

?airment of sight is due to astigmatism or to other causes, 
'o find this out, place at one end of the room a set of 
thick vertical and horizontal lines, and let the patient 
walk towards them, and stop the moment either of them 
becomes distinct. If he can at a certain point see clearlr 
one set of lines, whilst the others are cloudy and blurred^ 
he is astigmatic. A similar <;onclusion may be drawn if 
the patient be made to look at a point of light through 
a perforation in a metal screen at a distance of 16 feet, 
when, owing to the astigmatic eye being unable to unite 
accurately to a focus vertical and horizontal rays, the 
point will appear drawn out to a vertical or horizontal 
line, accordmg to whether the eye focuses correctly the 
horizontal or vertical rays. 

The patient should now be directed to look throuffh a 
slit about Ti of an inch wide in a disc of metal, whicli 
is to be slowly rotated in front of the eye, so as to bring 
the slit opposite each of the different meridians in suc- 
cession. If in a certain position of the slit he is able to 
make out No. XX. at 20 feet, the case is one of simpU 
astigmatism. The eye is emmetropic in one mcndian, and 
myopic or hypermetropic in the other. 

Tne patient may then be tried with. a» -^^-^^fo^&nwiJ^ 
convex or concave lens, ■w\uc\i\i^ TK\xsik\» ^N»\a^\ft.S:twife»^ ^ 
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the eye, until ha plac«B the axis in that direction which 
gives hi™ the moat correct Tision. Should the slus firat 
tried not quite anawer, others of a slightlj higher <oT 
lower focal power may be held ap in turn, nntil the eye 
is (raited. S^taoles with siinilar cjlindrioal glasHB 
ma;; be then given to the patient ; but in ordering them 
the instinotioiis given at page 269 should he followed. 




Another very efficient mode of determining the preaence 
and degree of aatigmatiBm is that anggeated by Snellen 
by means of the iali Circle of radiating lines (Fig. 53), 
much is a reduced copy of the figure drawn in the last 
edition of his test types. He marled thoae lines which 
deviated from the vertical line with from 10'' to 90". 
Thoae to the right of the obaerver with -|- ; thoae to the 
left with — . 

■ With the second eye covered, the patient is told to look 
at the half circle of lines placed at the eud of the room, 
and to approach it until one at least of the lines can be 
strongly seen. The direction of thia lice gives the meri- 
diab of greatest refraction, which in regular aatigmatiam 
IB vertical to the meridian of lowest refraction. A huc- 
ceasion of convex or concave apherical glasaea are next to 
be placed in front of the eye, nntil the higheat convex or 
loweat concave lens ia found through whicli the indiatinct 
linea are rendered clear. The Icna which thus corrects 
the myopia or hypermetropia in the faulty meridian will 
indicate the atrength of the cylindrical glass required, 
^e aids of which will correspond, if it be a convex oylin- 
drical, with the meridian ol ^ighea^. xeSTwiGK!a,ViSi^'iS. 
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it be a concave cylindrical, it should be placed perpendi- 
cular to it. 

If the astigmatism be associated with myopia or hyper- 
metropia, it is necessary to correct the anomaly of refrac- 
tion before resorting to the test of Snellen's half circle of 
lines. 

In testing for astigmatism, it is essential that the 

Satient shomd hold his head straight, and keep his eye- 
ds well open. 

Mr. Tweedy has kindly given me the following account 
of his optometer, which is an extremely useful instrument 
for measuring astigmatism : — 
The optometer, Fig. 64, consists essentially of a ver- 

FiG. 54. 




tical plate carrying the figure of a dial (Fig. 65) marked 
with fine radiating lines at angles of 16° with each other. 
The plate slides on a horizontal bar fourteen inches^ in 
len^h, which ia divided on the upper surface into inches 
and tenths, and into the focal lengths of dioptres and 
quarters, from three to thirty. At the pronmal endi>£. 
tne bar is a clip for holding a coT^-^ei. «^'Btv«5,T^\<SMi<k^^^ 
to the clip Ib affixed a Bem.\-dt(^^ TCk«£kfi^ t^to&a.-^^i^Et^'^ 
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corresponding with those on the dial The radiating 
lines on the dial are shown not only by the Bomon 




nniuerala J. to XIT., bat by a double set of Arabic 
namberH. The lower set records the aogles which the 
varioaa lines make with the horizontal, wnile the upper 
set eervea the double purpose of indicating the lines at 
right angles to those oppoaito the lower, ana of showing 
the position in which the axis of the correcting cylinder 
should be placed at the semicircle on the clip. Thus the 
line at right angles to 30°, lying between X. and IV., is 
120°, and this is found to be between 1. and VII. As the 
two principal meridians of the eye in regular astigmatism 
are at right angles with eajih other, it follows that if the 
line 30° lay in one principle meridian the line 120° is in 
the other principal meridian, and so for eirery other line. 
To use the instrument effectually, the following instruct 
tions must be strictly followed : — 

1, The eye about to be examined haring been atrojnied 

(or not, according to requirements^ is made artificial^ 

mpmio preferably to about U ^ 5 D by means of a 6w« 

nx lens placed in the Bem.icncTi\B.T ei\'^. Tt«. Una in- 

qtift^ ifiU rary wftb Ae degroe ani tni. til win^Ti)^!a.v 
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If there be mnch hypermetropia, from 8 D to 12 D Bhoald 
be used ; if, on the other hand, there be myopia, only 
1 D to 31) will be needed. The opposite eye being excluded, 
the patient should sit erect and look through the centre 
of the myopizin^ lens at the dial. 

2. The dial bemg at first placed beyond the point of 
distinct vision is gradually approximated to the eye until 
at least one of the radiating lines is seen clearly and 
distinctly, without any blurring at the edges, and at the 
greatest distance. After this, the dial should not bo 
moved, but its distance from the eye should be noted in 
focal lengths of dioptres. 

If all the radiatmg lines come into view with equal 
clearness at the same maximum distance, there is no 
astigmatism ; but if only one line be clearljr seen at a 
maximum distance, there is astigmatism, which may be 
corrected by placing a suitable concave cylindrical lens 
close to the semicircular clip and at right angles to this 
line. The upper set of Arabic numerals on the dial 
indicates the astigmatic line and the place of the cylinder. 

This completes the examination. The deductions are 
as follows : — 

(1) As already stated, if all the lines become distinct 
at the same maximum distance, there is no astigmatism. 

(2) If the maximum distance for all the lines be at the 
focus of the myopizing lens, there is no ametropia, and 
the eye is emmetropic. 

(3) If the maximum distance be beyond the focal 
length of the myopizing lens, there is hypermetropia 
equal to the difference between the number of dioptres 
in the mvopizing lens (/) and the distance in focal 
lengths of dioptres (d), at which the lines are seen, 
H=/— d. 

(4) If the maximum distance be ivithin the focal length 
of the mvopizing lens there is myopia M = f — d. 

(5) If only one line be seen clearly at a maximum 
distance there is astigmatism. The refraction of the 
meridian of the eye («) in which the clear line isseen is 
represented by the difference between the myopizing lens 
and the distance at which the line is seen x =:f-d, 

(6) The astigmatism is represented by the weakest 
concave cylinder, which placed immediately in front of 
the myopizing lens, makes the line at right angles to thai 
first seen equally distinct, 

(7) The correcting lens iox ^^.-wSii^ x^l^ -qeJW*^ *^^ 
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combination of the sphencal lens obtained by the formula 
X t=:f^d, and the weakest concave cylinder ascertained by 
experiment. If / and d be equal, the concave cylinder 
alone will suffice ; if / be ffreater than d a convex 
spherical will be needed in addition ; but if /be less than 
(2/ then a concave spherical must be combined with the 
cylinder. 

Mr. Conper uses the ophthalmoscope to detect and 
measure astigmatism, and afterwards confirms the know- 
ledge he has gained with the ophthalmoscope by a trial 
witn glasses. He says : ** Although it is obviously inex- 
pedient in ordering glasses to trust to the ophthalmosco))e 
alone, unless, perhaps, when dealing with a young child. 

Nevertheless an estimate thus made is exact ^ 

enough to serve as a guide and as a criterion of the 
patient's accuracy during the final trials with glasses and 
test types, and to detect errors, whether due to want of 
acumen or to irregular accommodation on his part, or to 
any other cause." * 

To diagnose and estimate astigmatism by Betinosoopy, 
see page 246. 

In the absence of one of the more exact methods, 
already described, for estimating the degree of astigmatism 
the following mode of measuring compound astigmatism, 
by lenses may be used, and an approximately correct 
result obtained. 

Compound Astigmatism. — First ascertain the con- 
cave or convex glass, according to whether the patient is 
myopic or hypermetropic, which most improves vision ; and 
whilst he holds this before his eye, place in front of it a 
cylindrical glass of similar curvature but of low power, 
and slowly rotate it, until the axis of the cylinder is in 
the right direction. If this glass fails to aftord the re- 
quired improvement, try other cylindricals in succession, 
until the one which gives the greatest benefit has been 
selected. I'or convenience of festing the spherical and 
cylindrical glasses together, a double spectacle-frame 
should be used, in which the spherical lens should be 
placed next the eye, and the cylindrical outside, so that it 
can be easily rotated with the finger. Each eye should be 
tried separately, the hand being placed over the one which 
is. not nnder examination. Having selected the combina-^ 



* Report of Fourth lutenvRtiotiaV OvViV\va\m\c eou^^^^^^A'^^, 
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tion of spherical and cylindrical glasses, directions should 
be sent te the optician to furnish the patient with spec- 
tacles with the proper spherico- cylindrical lenses. In the 
written instructions given to the optician, the focal power 
of each glass should be separately noted, and the direc- 
tion in which the axis of the cylindrical glass is to be worn, 
marked by the sign of an arrow ; it should be also men- 
tioned that the spherical face of the lens is to be placed 
next the eye. The glasses should be fitted in uames 
with circular eye-pieces, so that the axis of each may be 
accurately adjusted to the eye before the frames are 
screwed up. 

Mixed Astigmatism.— For the relief of this form, bi- 
cvlindrical glasses will be required. Find out the convex 
piano-cylindrical lens which will neutralize the hyperme- 
tropia in the one meridian, and then the concave planb- 
oyhndrical which will correct the myopia in the other 
meridian. Place now the two lenses in a double spectacle- 
frame with the axis of the cylinders at right angles to 
each other, and rotate the two together in front of the 
eye, so as to ascertain in what direction of the axis the 
patient has the best sight. Having decided these points, 
similar lenses may be ordered to be united by Canada 
balsam, or a similar bi-cylindrical glass may be ground by 
the optician. 

ASTHENOPIA. 

ASTHENOPIA OB WEAK SIGHT IS a symptom due 
to several affections of the eye. The patient complains 
that reading, writing, or the maintenance of fine work 
which requires a close application of the eyes, induces 
fatigue : that when thus engaged the object becomes dim 
and confused, and sometimes suddenly disappears ; that 
if he rests his eyes for a few minutes he is able to resume 
his work, but in a short time he is again obliged to desist 
from a recurrence of similar symptoms. 

Asthenopia may depend — 1, on hypermetropia ; 2, on 
an insufficiency of power of the internal recti, whioh 
renders a prolonged convergence of the eyes difficult and 
sometimes impossible. 

1. ASTHENOPIA DUE TO HYPEBMETBOPIA is 

called also Accommodative Asthenopia. It arises from 
the excessive strain on the accommodation which hyper- 
metropic eyes have to exert to focuA iVj^a ^^t^gcas^^cN^"^ 
oi near objects. Fatigue ia coiiaec^jveDJCiL^ ^^^^kVxsi^'si^'fc 
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ibe accommodative effort is first partially relaxed, and 
the object nader atteation being thrown out of focus, 
becomes confused and dim ; in a few minutes all effort 
of accommodation is suspended, and the impression is 
lost. After a short rest the patient can resume his 
work, but the recurrence of the same confusion of sight 
soon compels him to give np and to cease from his em- 
ployment. 

Treatment. — Properly fitted convex glasses for read- 
ing, writing, sewing, or all close work. (See Hypebmb- 
T&opiA, p. 257). ThiFi form of asthenopia is often much 
increased by anaamia and debility. In such cases tonics, 
and especially the preparations of iron, are of great ser- 
vice, and should be prescribed (F. 80, 81), 

2. Asthenopia from Insufficiency of the Internal 
Recti, so frequently met with in myopia, is called 
Muscular Asthenopia, to distinguish it from the pre- 
ceding form. It is due to a want of sufficient power in 
the ioternal recti t'o maintain a steady and prolonged 
convergence of the eyes on a near object. The patient 
oomplams that after reading for a short time the letters 
become confused, and the lines seem to overlap or run 
into one another. This is caused by a relaxation of one 
of the internal recti and a consequent eversion of the 
eye, giving rise to slight diplopia. Even when these 
symptoms are absent, the great effort which is required 
t^ maintain convergence when there is an excess of power 
in the external recti muscles induces such an amount of 
fatigue and aching of the eyes as to compel the patient to 
give np work. 

To ascertain if there is an insufficiency of the internal 
recti, direct the patient to look at the end of your finger, 
which is to be held at ten or twelve inches from his eyes, 
and then slowly approach it towards them, telling him to 
continue looking nxedly at it as it draws nearer. If 
there is an insufficiency, the eyes will be unable to main- 
tain the necessary convergence as the finger advances to 
within six inches, and one of them will first waver and 
then gradually roll outwards. Sometimes this eversion 
of the eye is almost spasmodic, so quick and sudden is 
its movement. Often in such cases there is a difference 
in the focal power of the two eyes, and then the one 
which deviates is the more myopic, or, in other respects, 
the more defective of the two. The degree of insuffi* 
menoy of the internal recti m\x&d<&^ TCka.-^ "ViCi ^^<i\«^^l5 
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tested by the means of prisms. (See Article on this 
subject, page 289.) If after a careful examination there 
is found to be such an insufficiency of the internal recti 
muscles, that they are unable to maintain a joint and 
prolonged convergence of the eyes for near objects, the 
external rectus of one or both eyes should be divided. It 
is best to divide one at a time, unless the insufficiency is 
very marked, and the eye to be selected for the first opera- 
tion should be the one which is the more defective and 
generally wanders outwards. The external rectus of the 
other eye can be afterwards divided if the effect gained 
by the first operation is not sufficient. 

THE METRICAL SYSTEM OF NUMBERING GLASSES.* 

At the Congress of Ophthalmologists who met^ at 
Heidelberg in 1875, and also at the International Medical 
Oon^ss which met at Brussels the same year, the new 
metrical system for numbering glasses was adopted. The 
principles were :— 

1. The substitution of the metre for the inch. 

2. The choice of a unit sufficiently small so that the 
numbers of the lenses generally in use may be expressed 
in whole numbers and not in fractions, the intenral be- 
tween the numbers being as near as possible the same. 

The unit of the Dioptric system, the No. 1 of the new 
series, is a lens v^ith a focal distance of one metre. This 
unit is called a Dioptre. The metre consists of 37 Paris 
inches or 39*4i English, but for all practical purposes it 
may be considered as 40 English inches. As, however, 
nearly all the Enghsh opticians use the Paris inch in the 
manufacture of their glasses, it will be well to consider the 
metre as of 37 Paris inches. 

The lens of one dioptre corresponds te a glass of one 
metre focal length, or 37 Paris inches of the old series—^ 

2 dioptres to ttV = yi or 18 of the old series, 
8 dioptres to ^ = ^ or 12 of the old seriesi 

and so on te 20 dioptres, which is twenty times stronger 
than No. 1. 



* Abstract from the paper, by Dr. Landolt, translated and 
published in the Boyallondon Ophthalmic Hospital BAmc^^^^. 
vii p. 632. 
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By tlms following the whole numbers, a series of lenses 
is obtadned which nas an interval of one dioptre between 
each. In practice, however, we often require lenses of 
less power than one metre focal distance, and also lenses 
of powers intermediate to the whole numbers. To meet 
these demands, fractions of a dioptre have been intro- 
duced, thus — 

^ of a dioptre 0*25 = 148 of the old series, 
I „ 0* 5 = 74 of the old series, 

I „ 0*75 = 49 of the old series. 

The quarter of a dioptre has also been introduced 
between the weak numbers of the series up to No. 2*5, 
and the half of a dioptre from No. 2'5 up to No. 6. A 
series of thirty-three lenses has been selected. The 
intervals between the numbers of this series is 1 or i or j^ 
of the dioptre. In every case the interval can be 
easilv reckoned by a simple subtraction of two whole 
numbers. In this way it can, with facility, be calculated 
how much one glass is stronger than another, and how 
much a presbyopia or ametropia has increased or 
diminished. 

To express in dioptres the value of any glass which 
has been numbered by its focal distance we have onl toy 
remember that 1 metre equals 37 Paris inches, and that 
1 dioptre (D) corresponds to a lens of 37 inches focal 
distance. 

2 D = bV = iV or 18 of the old series, 
8 D = ^ = ^ or 12 of the old series, 
41)=:^= J or 9 of the old series, 

and so on. 

We proceed in an inverse manner when we wish to find 
the dioptre corresponding to a given number of the old 
system — that is to say, we divide 37 by the number of the 
glass. Thus, take for example No. 17 of the old system. 
The number of times ^ is contained in ^ gives us the 
value of Na 17 in the new system. Now, to divide ^V 
by 77 is equivalent to dividing 37 by 17, and we have as 
a result ff = 2'25 D. 

The following table shows the number of each glass in 
dioptres, and the corresponding number of the focal dis* 
tance of the glass in Paris and English inches : — 

Ih oidering glasses it is well to note after the No. of the 
D specified, •* English " ox ""Pblto" VxxaV^^, 
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Dioptres. 


Focus in 
Paris inches. 


Focus in 
English inches. 


0-25 


148 


160 


0-50 


74 


80 


0-75 


49-3 


53-3 


1- 


37 


40 


1-25 


29-6 


32 


1-5 


24-6 


26-6 


1-75 


21-1 


22-8 


2- 


18-5 


20 


225 


16-4 


17-7 


2-5 


14-8 


16 


2-75 


13-4 


14-5 


3- 


12-3 


13-3 


3-5 


10-5 


11-4 


4- 


9-25 


10- 


4-5 


8-2 


8-8 


5- 


7-4 


8 


6-5 


6-7 


7-2 


6- 


61 


&6 


7- 


52 


5-7 


8- 


4-6 


6* 


9- 


4-1 


4-4 


lo- 


37 


4- 


ll- 


3-3 


3-6 


12- 


3-08 


33 


13- 


2-8 


3-07 


14- 


2-6 


2-8 


15- 


2-4 


2-6 


16- 


2-3 


2-5 


17- 


2-1 


23 


18- 


2-05 


2-2 


19- 


1-9 


21 


20- 


1-8 


2- 
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CHAPTER YH. 
STRABISMUS. 

DoNDEBS defines strabismus as *' a deviation in the direc- 
tion of the eyes, in consequence of which the two yellow 
spots receive images from different objects." * 

Strabismus may be either convergent or divergent ; it 
is seldom that the deviation is solely upwards or down- 
wards. 

In most cases there is a preponderance of power in 
either the internal or external rectus muscle, so that the 
balance between them is destroyed, and the ability to 
steady the two eyes simultaneously on an object is lost. 
Whenever an attempt is made to look at a given point, 
one eye rolls either inwards or outwards according to 
whether the squint is convergent or divergent ; the optic 
axes are no longer parallel, and the impressions of the 
image fall on different parts of the two retinse. 

Monocular Strabismus is when the deviation is con- 
stant in the one eye. It is generally associated with 
impairment of sight in the squinting eye. 

Alternating or Binocular Strabismus is when the 
deviation occurs alternately, first in one eye and then in 
the other. The patient can " fix" with either eye, but is 
xmable to direct the two together towards the same point. 
When one eye is fixed, the other rolls inwards, and vice 
versd. In alternating strabismus the sight of the two 
eyes is nearly equal. 

Strabismus may be either periodic or persistent, 

A Periodic Squint comes on only at times, as when 
the patient is reading or looking fixedly at an object, or 
after the eyes have been fatigued. It may be caused by 
some eccentric irritation, as from ascarides, or from 
dentition, but in the large majority of cases it is due to 
hypermetropia. A periodic squint may be occasionally 
benefited by judicious treatment ; but more frequently 
the strabismus increases, and ultimately becomes per- 
sistent 

(For treatment of Periodic Squint, see page 278.) 

The Movements of the Squinting Eye. — In some 

* Bonders, On the Accommodation and Befractiou of the Eye, 
p. 291. 
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cases there is an actual limitation of movement in the 
squinting eye, and its range outwards if the squint is 
convergent, or inwards if it is divergent, is impeded. 
This may be due either to an acquired increase of power 
in the squinting muscle, as in some cases of hyper- 
metropia ; or it may be caused by a loss of power in the 
antagonistic muscle, as in myopia, where there is frequently 
an external strabismus consequent on an insufficiency of 
the internal recti; or as in cases of paralytic squint. 

Grenerally, however, the range of action of the squint- 
ing eye is not limited, but displaced, and this is especially 
noticeable when the sight of the two eyes is equal, and 
the squint alternates. Thus, before an operation for an 
internal strabismus, the space over which the eyes move 
may be three-cjuarters of an inch; after the operation the 
range may still be the same, but it will be transposed, 
and although the eye will travel over no greater distance 
than before, yet it will be enabled to go more outwards, 
and consequently less inwards. 

STBABISMUS JBOCAT BE INDIJOEp, 1st, by SOBie 
anomaly in the refraction of the eyes, as in hypermetropia 
and myopia ; 2nd, from defective sight in one eye — ^what- 
ever cause prevents binocular vision tends to produce 
squint, no matter whether it be from great differences in 
the refraction of the two eyes, as from amblyopia, or from 
opacities of the cornea ; 3ra, strabismus may be produced 
by paralysis of one or more of the nerves supplying the 
muscles of the eye. 

To ascertain and note the extent of the Strabis- 
mus the patient should be first told to look at an object 
about twenty inches distant , when it will be found that whilst 
he " fixes " with one eye, the other rolls either inwards or 
outwards, as the squint may be. A mark is then to be 
made with a pen on the edge of the lower lid of the 
squinting eye opposite the centre of the pupil. The 
sound eye must now be covered with the hand, and the 
patient directed to look at the object with the squinting 
eye, and the position of the centre of the pupil is again 
to be marked on the ed^e of the lower lid. The space 
between these lines will mdicate the degree of the stra- 
bismus, thus, we speak of a strabismus of 1''', 2'^', or more, 
according to the mterval between the markings on the 
lid. The movement which the squinting eye msuces whcm 
the sound eye '* fixes " upon an ob\<^ vs^ \i«:i&k^ "Qos^ 
primary deviation. 
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The secondary deviation is the extent of movement 
tHe sound eye makes when excluded b^ the hand, whilst 
the sqninting eye fixes itself on the object. The strabis- 
mus IS said to be concomitant when the primary and 
secondary deviations are equal. The squintmg eye is not 
fixed, but follows the other in its movements. 

The degree of strabismus may be carefully estimated 
by a " Strabismometer," invented by the late Mr. J. Z. 
Laurence. **It consists of an ivory plate, moulded to 
the confoimation of the lower eyelid, the free border 
corresponding to that of the lid. This border is graduated 
in sucn a manner that, while its centre is designated by 0, 
Paris lines and half lines are marked off on each side of 0. 
Attached to the plate is a handle. The application of 
this strabismometer is obvious. The ivory plate is ap* 
plied to the lower eyelid, the borders of the two corre* 
sponding. If the cornea is central, the vertical diameter 
of the pupil corresponds to ; if inverted, to a graduation 
on the inner side of : if everted, to one on the outer side 
Qf 0." * 

'. OOKVE&aEKT OB INTEBKAL STItABZSUUS is 
usually dependent on hypermetropia. In 77 per cent, of 
the cases of convergent strabismus. Bonders found that 
there was hypermetropia.t The explanation of this fact 
is the followmg :— Owing to the peculiar shape of the 
hypermetropic e^^e, the accommodative power is called 
into constant action, and for near objects the strain is 
very great. In proportion to the effort to accommodate 
is the degree of convergence of the eye, so that when a 
hypermetropic eye is looking at a near object it converges 
more than a normal or emmetropic eye would do, because 
the stress on the accommodation is greater. This exces- 
sive action of the internal recti muscles causes them to 
acquire increased strength, and gradually to prepon- 
derate over their antagonists the external recti, until 
ultimately a convergent strabismus is established. 

In hypermetropia the strabismus usually first appears 
at the time the child begins to apply his eyes to close 
work, as in learning to read, when the efforts of accom- 
modation and convergence are brought into more active 



* Optical Defects of the Eye, by J. Z. Lanrence, p. 107. 
t Donden On the Accommodalloix au^ Belx^^tvoii ot the Hye. 
p. 292. 
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play. The degree of strabismus is not necessarily pro- 
portioned to the extent of the hjpermetropia. In yeiT* 
nypermetropic eyes the sight is so defective, and so little 
benefited by any accommodative effort, that the patient 
ceases to strain his eyes, and consequently convergent 
strabismus is less frequent than in eyes with a lower degree 
of hypermetropia, where, by a strong endeavour to acom- 
modate, the sight is materially improved. In hy^erme- 
tropic strabismus there is frequently a considerable dif- 
ference in the refraction of the two eyes. Defective 
vision in one eye, combined with hypermetropia, but irre- 
spective of it, tends strongly to convergent strabis- 
mus. 

Another cause of internal strabismus is paralysis of 
the sixth nerve. (See page 297). 

DIVEBQ-ENT STBABISMXJS is generally associated^ 
1, with myopia. According to Donders, about two- thirds 
of the cases are due to this cause ; and if with the myopia 
there is a large posterior staphyloma, the tendency to 
divergent strabismus is increased. In myopia there is 
frequently an insufficiency of power in the internal recti, 
and a predominance being tnus given to the external 
muscles, divergent squint is produced. This insufficiency 
may be partly caused by the peculiar lengthened shape of 
a highly myopic eye, which not only mechanically im})edes 
convergence oeyond a certain pomt, but also diminishes 
the fulcrum upon which the internal recti act. If a well- 
marked hypermetropic eye be contrasted mth a highly 
myopic one, this will at once be evident. As the internal 
recti are inserted in front of the horizontal equator of the 
eye, the abrupt curve of the almost globular hyperme- 
tropic eye, round which the muscles curve to their inser- 
tion, gives to them an excess of power and an undue 
facility of action which favour convergent strabismus; 
whilst in the highly myopic eye the conditions are re- 
versed, the globe is lengthened, the curve of its e(][uator 
is diminished, and from its elongated shape its facihty of 
movement is reduced. Under these circumstances the 
tendency in myopia is for the internal recti to lose power, 
and for the eye to diverge. 

Another explanation of the predominance which tlie 
external recti so often acquire over their antagonists in 
myopia is to be found in the great refractive ^^^t ^^il^^Jsissk 
myopic eye, whioh dlmiiu.&\xQ^ >2Scift -ufcewass^i^ ^^"t. «^s5s«b^ 
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convergenoe in looking at near objects, and favours diverg- 
ence in striving to look at those at a distance. 

2. Divergent strabismus may be caused by a difference 
in tbe refractive powers of tne two eyes wnen both are 
myopic. For all close work the better eye is used, and 
the defective eye failing to receive an impression of the 
obiect sufficiently strong to stimulate it to convergence 
rolls outwards. 

3. Defect of sight, amounting to, or approximating, 
blindness, will produce divergent strabismus. 

4 Divergent strabismus may follow an improper or ill- 
advised operation for convergent strabismus. 

5. Divergent strabismus may be produced by paralysis 
of the third nerve (see page 295). 

Treatment of Strabismus. — Inquire carefully into 
the patient's history, and endeavour to ascertain the dura- 
tion and cause of the squint. Test the vision of both eyes ; 
note their range of action; find out whether the strabismus 
is periodic or per«istent, and measure the extent of the 
deviation. If there is a faulty state of the refractive 
powers of the eye, try to neutralize the defect with proper 
glasses. 
^ When periodic squint is suspected to arise from asca- 
rides, dentition, or gastric derangement, the first treat- 
ment must be the removal of the source of irritation, and 
when this is accomplished, the eyes may possibly resume 
their normal position. If, however, the periodic squint 
is due to some anomaly in the refraction of the eye, an 
attempt should be made to rectify the defect by the use 
of properly fitted glasses, and if the trial is made suffi- 
ciently early there is a fair chance of success. In aU 
cases of strabismus which are dependent on a faulty state 
of the refractive powers of the eye, as in hypermetropia 
or myopia, the eyes should be provided with proper 
glasses, which should be worn even if an operation be 
afterwards performed. 

Haying decided on an operation, it at once becomes a 
question whether it will be necessary to divide the tendons 
of the corresponding muscles in both eyes, or whether a 
tenotomy in one eye will suffice. Generally it is better to 
operate on both eyes, and to divide each tendon as close 
to the globe and with as little disturbance of the adjacent 
tissues as possible. In this way the effect to be obtained 
is apportioned between the two eyes, and the result, I 
tiuni, 18 better than wlaen \>7 a mox^ ^t^^ ^Twsaw^ ^1 SJcia 
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mbconjanctival fascia and a separation of it from the 
neighbouring parts, the operation is confined to the one 
eye. In many cases, however, it is prudent to operate 
first on the one eye only, and then to wait to ascertain 
the exact effect it has produced before proceeding to 
divide the tendon in the other eye. This rule should 
be observed in the treatment of strabismus due to a great 
defect of si^ht in one eye, and especially if there is a 
marked limitation of movement in the squinting eye : it 
should also be followed in slight cases of alternating 
strabismus. 

The operation for strabismus which I prefer is the one 
most frequently adopted at the Moorfields Hospital It is 
strictly a subconjunctival operation, in the sense that the 
division of the tendon is accomplished 
beneath that membrane, the opening in it ^^<^» 56. 
for the necessary introduction of the instru- 
ments being opposite the inferior edge of the 
tendinous insertion of the muscle. 

THE MOOBFIELDS OPEBATION FOB 
8TBABISMXJS. — The lids are to be sepa- 
rated by a stop-speculum. The surgeon with . 
a pair of finely-toothed forceps takes hold of 
the coxnunctiva, and often at the same time 
of the deep fascia over the lower edge of the 
insertion of the rectiTd tendon, and with a 
pair of blunt-pointed scissors makes a small 
opening through both these structures, the 
cut being directed tewards the globe. If the 
fascia has escaped the snip of the scissors, 
it must be seized with the forceps and 
divided. The blunt hook (Fig. 56) is now 
passed through the apertures in the con- 
junctiva and deep fascia, and behind the 
tendon, which it renders tense by being 
made to draw it forward and tewards the 
cornea. The points of the scissors are next 
te be introduced, and slightly separating 
them, one blade is passed along the hook 
behind the tendon and the other in front of 
it, when by a succession of small snips the 
tendon is divided suboonjunctivally on the ocular side of 
the hook. 

The operation is now comp\fe\.fe^\ ^i\J^^^^'lQt^^^^5Q5i5a»:^' 
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ing the specnlam, Sir W. Bowman usually makes a small 
connter-punctnre in the conjunctiva, by bulging it on the 
end of tne hook in the situation of the upper border of 
the tendon after its division, and by then snipping it 
with tho scissors ; the object being to allow any of the 
effused blood immediately to escape, instead of diffusing 
itself over the sclerotic. 
^ This operation is equally applicable to the division of 
either the internal or external rectus muscle. It must, 
however, be remembered that the tendon of the external 
rectus is inserted into the globe in a line much farther 
back than that of the internal muscle. 

aBAEFE'S OPESATION FOB STBABISMXJS.^The 
eyelids having been separated by a speculum, the assistant 
with a pair of forceps draws the eye outwards if 
Fio. 67. the internal rectus is to be divided, and in- 
wards if the operation is to be on the external 
rectus. The operator then with a pair of 
finely toothed forceps seizes hold of a fold of 
the conjunctiva and subjacent tissue close to 
the cornea, and at a point a little below the 
centre of the insertion of the muscle. This he 
cuts through with a pair of scissors slightlv 
curved on the flat, and then burrowing with 
their points a little distance above and below 
the opening he has made, he freely detaches 
with a few snips the subconjunctival tissue 
from the muscle. The squint hook (Fig. 57) 
is now passed beneath the lower border of 
the tendon, which is to be divided with the 
scissors as close as possible to its insertion 
into the globe. After the tendon has been 
cut through, the divided conjunctiva should 
be raised with one hook, whilst the operator 
with another hook explores the wound both 
upwards and downwards to see if any part of 
the tendon or of its lateral expansion has 
escaped division. If the whole tendon has 
been cut through, the exploring hook will glide readily 
up to the margin of the cornea ; but if its progress should 
be checked by catching behind some undivided part of the 
tendon, the scissors must be again used to sever that which 
fftiU remain^ uncut. 
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UEBBEICH'S OPERATION FOB STBABISMUS.-— 
The following is Dr. Liebreicli's account of his ** Modifica- 
tion of the Operation for Strabismus," which was first 
published in the " British Medical Journal/' December 15, 
1866: — " If the internal rectus is to be divided, I raise with 
a pair of forceps a fold of conjunctiva at the lower edge of 
the insertion of the muscle; and, incising this with scissors, 
enter the points of the latter at the opening between the 
conjunctiva and the capsule of Tenon; then carefully 
separate these two tissues from each other as far as the 
semilunar fold, also separating the latter, as well as the 
caruncle from the parts lying behind. When the portion 
of the capsule which is of such importance in the teno- 
tomy has been completely separated from the conjunctiva, 
I divide the insertion of the tendon from the sclerotic in 
the usual manner, and extend the veiiiical cut, which is 
made simultaneously with the tenotomy, upwards and 
downwards — the more so if a very considerable effect is 
desired. The wound in the conjunctiva is then closed 
with a suture." 

" The same mode of operating is pursued in dividing 
the external rectus ; and the separation of the conjunctiya 
is to be continued as far as that portion of the external 
angle which is drawn sharply back when the eye is turned 
outwards." 

The advantages which he claims for his operation are— 

"1. It affords the operator a greater scope in appor- 
tioning and dividing the effect of the operation between 
the two eyes. 

** 2. The sinking back of the caruncle is avoided, as 
well as every trace of a cicatrix, which not unfrequently 
occurs in the common tenotomy. 

^* 3. There is no need for more than two operations on 
the same individual, and therefore of more than one on 
the same eye.'* 

Treatment of Strabismus after the Opera- 
tion. — As a rule no local application is required for 
the eyes beyond frequently washing them with a little 
tepid water to clear them from the slight conjunctival 
discharge which usually follows for a few days after the 
operation. If the eyes are hot or painful, a fold of linen 
wet with cold water may be laid over the closed lids, but 
the eyes should not be tied \ip m\i\v ^ 'WtA^si,^^ ^a>^"''«' 
apt to increase the senae oi Iliq^Ai txsA \ft ^^ *vi *^^ ^^^^^'^ 
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comfort of the patient. Wlien the tendon of one eye 
only has been divided, the eye which has not been operated 
on should be covered with a single tarn of a bandage 
immediately after the operation, so as to compel' the 
patient to use the squinting eye, and thus to keep it in a 
central position until the diviaed tendon has acquired its 
new insertion. If there is much ecchymosis on the 
second or third day after the operation, tne eye may be 
frequently washed with a little weak lead lotion (F. 52); 
or ii there should be a muco-purulent discharge a mild 
astringent lotion (F. 48, 50) may be used three or four 
times daily. 

DIVEBaSNT STBABISMUS FOLLOWINa THE 
DIVISION OF ONE OB BOTH THE INTEBNAL 
BEOTI MUSCLES. — This result may occur from the 
division of both internal recti when one only was re- 
quired ; or it may follow a too free division of the sub- 
con;[unctival fascia; or it may arise from the tendon 
having been divided at too great a distance from its in- 
sertion into the globe. In both of the last-mentioned 
cases the muscle recedes too much, and takes its new in- 
sertion into the globe so far back that it loses more of its 
power than is necessary for the correction of the squint, 
and consequently gives to the external rectus a pre- 
dominance which makes the eye diverge. 

It is also probable that the extreme divergence which 
occasionally follows the division of one or both of the in- 
ternal recti muscles may be due to the tendon of one or 
both muscles not having contracted a firm union to the 
globe, but having become united to it tlirough the medium 
of a thin fibrous tissue which admits of great stretching. 
In such cases the internal recti lose power, and the eyes 
gradually fall under the control of the external recti, 
which draw them completely outwards. 

With this form of strabismus there is nearly always 
associated a sinking back of the caruncle, a defect which 
l^ives an unsightly prominence to the globe, and favours 
its eversion. 

Treatment. — If divergence follow shortly after an 
operation for a convergent strabismus, in which the inter- 
nal recti of both eyes have been divided, a subconjunctival 
tenotomy should bo performed on both the external recti, 
and this shoald be done even t\io^v?^^i \»Vi^ dvier^ence be 
Bligbt, as when once eBta\)\ia\iedt\ie eiNeimoTL^*^^\«^^^ 
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increase. If, however, the divergence is the result of % 
too free division of the internal rectus and adjacent tissuM 
of one eye, then the external rectus of that eye only should 
be divided ; and if this fails to correct the outward devia- 
tion, the tendon of the internal rectus must be brought 
forward by an operation at a subsequent period. When- 
ever the divergence is considerable and the power of ia- 
version limited, the simple subcoujunctival division of the 
external recti will not restore the eyes to position, but the 
operation which was suggested bv the late Mr. Oritchett 
must be performed on one or botn eyes according to the 
circumstances of the case. 

STBABISMUS FOLLOWINa TABALTSIS OF THE 
OPPONENT MXJSCIiE. — There are two ways in which 
this form of strabismus may be caused : — 

1. The paralysed muscle majr have regained a certain 
amount of power, but not sufficient to neutralize its op- 
ponent muscle ; a strabismus therefore continues. 

2. The persistence of the squint after the paralysed 
muscle has recovered its power ma^ be due to a contrac- 
tion of the non-paralysed muscle induced by the loss of 
resistance of its opponent during the period it was para- 
lysed. 

Treatment— If the patient has derived all the benefit 
that can be reasonably anticipated from a long-continued 
constitutional treatment and a squint still remains suffi- 
cient to cause diplopia or to be unsightly, the tendon of 
the opponent to the paralysed muscle should be divided. 
If this fail in rectifjrine the strabismus the insertion of 
the paralysed muscle should be brought forward in the 
manner described in the next section. 

CBITCHlETT'S OPERATION FOB BBINaiNa FOB- 
WABD THE INSEBTION OF THE INTEBNAL 
BECTXJS MXJSOLE. — ^The lids are to be separated with 
the ordinary spring speculum and the eye is to be drawn 
inwards whilst the operator divides subconjunctivall^ 
the tendon of the external rectus. The division of this 
muscle at the commencement of the operation facilitates 
the further proceedings. A vertical cut is now to be 
made with a pair of scissors through the conjunctiva and 
deep fascia in a line corresponding with the inner marffin 
of the cornea, but at 1^" or 2!" from \t, ^\A\5wsa.^^ciSs.'^ 
few aucceaaive snips the conyoxiQ^^^ ^jsA^'^^^Rwj^^***®^ 
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are to be separated from the inner side of the globe as far 
back as tbe inner caruncle. In doing this, care most be 
taken to divide the new insertion of the internal rectus 
so that in drawing forwards the tissues which have been 
thus detached from the ^lobe. the tendon of the internal 
reetiis will be raised with tnem. ^ A vertical slip of the 
conjunctiva and fascia is now to be cut away, and the 
edges of the wound are then to be brought accurately to- 
gether with sutures. To accomplish this, three stitches 
of the finest silk will be reouired : the centre one should 
be inserted first ; it should oe passed through the slip of 
conjunctiva which was left at the edge of the cornea, and 
through the deep fascia and conjunctiva close to the 
caruncle, so that when fastened, the eye will be drawn 
inwards and the caruncle raised. The upper and lower 
stitches are next to be introduced, and the assistant then 
gently inverts the eye whilst the threads are being tied. 
When all is completed the eye should have a decided in- 
ternal strabismus, as the after-result is always consider- 
ably less than that which is obtained at the time of the 
operation. For the first twenty-four hours afber the 
operation a fold of linen, wet with cold water, should be 
applied over the closed Hds, and it mav be continued as 
long as the eye feels hot or painful. The stitches should 
be removed about the fourth or sixth day after the opera- 
tion. 

Mr. Tweedv has made a modification of Critchett's 
operation for bringing forward the internal rectus muscle, 
which possesses many advantages.* 

The following is a summarized description of his opera- 
tion. 

" llie operation consists of ten stages, as follows : — 

*' 1. The lids being kept apart with a speculum, a fine 
silk thread is inserted into the conjunctiva and episcleral 
tissue, in a line with the horizontal diameter of the cornea, 
and about one-sixteenth of an inch from the inner mar^pn 
of the cornea. The ends of the thread are left long with 
the needle attached (see Fig. 58). (The preliminary inser- 
tion of this thread marks, and afterwards indicates, the 
horizontal meridian of the eyeball, and still later serves as 
a suture for the midde of the rectus muscle.) 

*' 2. Next, a crescentic incision is made immediately to 
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the nasal side of tke threod aud through the conjnnotira 
only. 

"3, The oonjnnctiTaia then gently detached from the 
Tmderiying capsule towards the camnclei but only tax 
wiongh to expose the insertion of the rectus muscle ; not 
to strip the mnscle. 

"4. A atrahismua hook is then passed under the muscle. 

" 5. While the hook is in position fine silk threads are 
attached to the upper and lower borders of the muscle and 
ieftlong(8eerig. &8). 

Tia. 58, 




" 6. The hold of the threads havins been tested by gentle 
traction, the mascle is divided on the nook. (The operator 
is now sure that he has secured the tendon.) 

" 7. The muscle is then carelhllr raised hv means of the 
threads, and any remaining attachments of the muscle to 
the globe completely divided. 

" 8. The needle attached to the thread at the inner 
border of the cornea is passed through the middle of IJie 
divided muscle from within outwards, and in sueh a way 
as to penetrate the moscle and its sheath and overlying 
couinnctivBi. 

- "9. The needles attached to the threads at the n^per 
and lower borders of the mnscle are now insinaB•t^^n.'!c> 
the episcleral tissae, and TaaA»V>«iiun^<n^'^ti»i'a;:^A*A 
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of the conjunctiTa at about one eighth of an inch from the 
npper and lower margins of the cornea re8X)ectively. This 
gives a broad and fan-like attachment to the muscle. 

** 10. The external rectus is now freely divided snbcon* 
innctivally, and then, while an assistant rotates the eye* 
oall inwards, the corresponding ends of the three satores 
are closely and firmly tied and cut short. 

** Should shortening of the internal rectus muscle or 
removal of redundant conjunctiva be deemed necessary, it 
may be done just before the ninth stage. To ensure a 
complete and permanent result, there should be some con- 
vergence of the eye immediately after the operation, and 
no attempt should be made to exercise the muscle for a 
week afterwards." 

PARALYSIS AND SPASM OF THE CILIARY MUSCLE. 

PA3EtALTSIS OF THE CILIAET MXJSOUS.— This 
affection is usually occasioned by some depressing ill- 
ness, and especially fever and diphtheria. It is ^eneraUy 
first noticed during the convalescence, when it is dis- 
covered accidentally by the patient. The paralysis varies 
greatly in its extent, but it is seldom complete. It 
mostly attacks children, but I have met with it once 
in an adult, an account of which case I published in the 
"Lancet."* 

Paralysis of the ciliary muscle mav be induced artifi- 
cially by frequent instillations into the eye of a strong 
solution of atropine (F. 16). 

Symptoms. — A loss of the accommodative power of 
the eye in proportion to the degree of the paralysis ; 
things far off are seen clearly, but those which are near 
are either ver^ mistj or quite indistinguishable. The 
far point of vision is unaltered, but the near point is 
earned to a distance from the eye. With a convex glass 
near objects are again rendered distinct ; the strength of 
the lens which an emmetropic eye affected with paresis 
requires for near vision affords a fair estimate of the loss 
of power it has sustained. In a severe case the patient 
mav be unable to see distinctly Ko. XYI. of Jaeger, 
and yet with proper convex glasses read with facility 
NcL • 

The following account of a child who was under my 
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care suffering from paralysis of the accommodation of the 
eye is a good example of this disease : * 

W. R, 8dt. eleveiL a pale, delicate, but bright and intelligent 
lad, was brou&^ht by his father to the hospital on account of what 
appeared a sudden great impairment of vision of both eyes. His 
history was, that up to a fortnight previously he had always had 
good sight, and could read and write with perfect ease. Six 
weeks before coming to the hospital he had a low fever, from 
which he made a fair recovery, but was much reduced by it. One 
day, shortly after his illness, he discovered on attempting to read 
that he was unable to do so, but that he could distinguish objects 
at a distance. Examined with Jaeger's test types, he could only 
read No. XYI. at fifteen inches from his eyes, but he could with 
facility tell the hour of the hospital clock at twenty-six feet. With 
a convex lens of 24" focus he could read at twelve inches No. XII. ; 
with a lens of 18" focus No. VIII. ; with one of 12" focus No. IV. ; 
and with a 9'* focus lens No. I. This boy was treated with pur- 
gatives, iron, and good diet, and perfect rest to the eyes, and within 
a month he was able to read No. I. perfectly with either eye, and 
could see as well as ever he did. 

The prognosis is favourable. All the cases I have 
seen have ultimately recovered. 
Treatment. — Aosolute rest to the eyes ; no convex 

§ lasses should be given to allow the patient to read, 
'or children the preparations of bark or iron (F. 138, 
139, 144!, 146) should be prescribed, with change of air. 
For adults, the mist, acidi cum cinchon& (F. 75) or the 
mist, ferri percUor., either with or without small doses of 
strychnia (F, 84, 86). 

As a local application, the eyes may be frequently 
bathed with cold water, or a cold doucne may be used 
with the lids closed. 

SPASIC OF THB OH^IABT MXTSOLE is a rare but 
an occasional complication of hypermetropia, which it 
masks by rendering the eye temporarily myopic, so that 
distant vision is improved by concave glasses. It is 
usually induced from oyerstraining hypermetropic eyes 
in repeated endeavours to read or do close work, without 
the aid of proper convex glasses. It is productiye of pain 
and a feeling of tension of the eyes after using them for 
a short time at near objects, as in reading, writing, <&c. 
This affection may be diagnosed by the ophthalmoscope, 
when, in spite of the apparent myopia, the eye exhibits a 
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hypermetropic refraction. It may also be detected by 
placing the eye completely under the influence of atropine, 
so as ki paralyse the ciliary muscle, and then testing the 
refraction with convex glasses. (See Article Hypebme- 
TEOPIA, p. 257). 

Spasm of the ciliary muscle may be caused artificially 
by applying the Calabar bean to the eye. (See Article 
Calabar Bean, p. 98.) 

Treatment. — Order the patient to abstain from all 
work, and use the guttse atropisB (F. 16) twice daily for 
' several days. The eye may be then tried with convex 
glasses, and having ascertained the degree of hyperme- 
tropia, suitable spectacles may be ordered, but they should 
not be worn until the eyes have had at least five or six 
weeks' complete rest. 

DIPLOPIA. 

DIPLOPIA, or double vision, is produced by any cause 
which prevents the optic axes from being directed jointly 
on the same point, so that the impressions cannot fall on 
corresponding parts of the two retinae. Two objects are 
seen, a true and a false one, the latter varying in position 
with respect to the former according to the strabismus 
which is given by the excess of power in one or more of 
the ocular muscles. The existence of diplopia of course 
implies that the patient has binocular vision. 

There are two forms of diplopia, homonymous and 
crossed. 

Homonymous or Direct Diplopia is met with in 
convergent strabismus, when the rays from the object fall 
in one eye on the retina internal to the yellow spot. The 
false impression is projected outwards, and, if emanating 
from the right eye, is seen on the right or outer side of the 
true object. 

Crossed diplopia occurs in external or divergent strabis- 
mus, when the rays from the object are brought to a focus 
in one eye on the retina external to the yellow spot. The 
false image is projected inwards across the nose : thus, 
if it proceed from the right eye it is seen on the left of 
the true object. 

THE ACTION AND USES OF PEISMS. 

Hie raya of light as they pass through a prism are de- 
Eected towards its base •, hence i\. \a, m^^ '\£ «l ^rism is 
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placed in front of the eye with its base towards the nose, 
the rays being bent inwards will be brought to a focus at 
a point internal to the jellow spot. The patient would 
now have diplopia ; but m order to unite the two images 
and bring them on corresponding parts of the two retinaa, 
he squints involuntarily outwards, and if the prism is a 
weak one, he succeeds in overcoming the displacement. 
The strabismus which is thus produced is called a correC' 
tive squint. But if the prism is strong, the patient is 
unable in this manner to correct the displaced image, 
and he has diplopia. 
Prisms will be found useful — 

1. To ascertain the presence of binocular vision. 

2. To test the strength of the muscles of the eye. 

3. To wear as spectacles to correct diplopia. 

1. To Ascertain the Presence of Binocular 
Vision, that is, to determine whether the patient uses 
both eyes in looking at an object. Place a pnsm of about 
12*^ in front of one eye with its base outwards ; if there 
is at once a corrective inward squint, we maybe satisfied 
that the patient enjoys binocular vision. If, however, 
there is no movement of the eye, and no diplopia, it 
shows that the patient does not use that eye, but that 
he is looking with the other, and has not therefore bin- 
ocular vision. If now the prism is placed before the 
eye which he does use, it will at once move slightly 
inwards, but it will not be a corrective squint, for the 
non-seeing eye will at the same time go an equal dis- 
tance outwards ; this latter, however, is only an associated 
movement. This mode of examining the eye is often of 
great service in detecting impostors, who, for some reason 
known only to themselves, are feigning the loss of sight 
of one eye — ^in many cases for the sake of compensation 
after injury. 

2. To Test with Prisms the Belative Strength 
of the Muscles of the Eye. — A normal eye can 
overcome a prism of from 16° to 24° with its base turned 
outwards ; but with its base inwards, only one of from 6** 
to 8° — that is to say, by a corrective squint it can so re- 
adjust the displaced image on the retina that there is no 
diplopia, but binocular vision. In order to determine the 
degree of insufficiency of power of the internal recti, try 
what is the strongest prism with its base turned outwards 
each eye is able to overcome. A lighted candle shoold b^ 
placed seven or eight feet in froTi\. ot \.>aa ^^<s^>'^^^^^Ki^«^ 
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he is to be directed to look. If he is short-sighted, suffi- 
ciently powerful concave glasses should be given to him to 
enable nim to see the light distinctly. Prisms of increas- 
ing strengths should now be held in succession with their 
bases outwards before one eye, until it is decided which 
is the strongest he can see through without diplopia. 
The power of the prism which he can thus overcome, com- 
pared with that which a normal eye can master, will 
indicate the degree of insufficiency of the internal rectus 
of that eye. The other eye must then bo tested in a 
similar manner. It will be thus sometimes found that the 
strength of the internal muscles has been so reduced, that 
instead of being able to correct the displaced image pro- 
duced by a prism of 16° to 24° as in the normal eye, they 
can only overcome one of from 4° to 6°. Conversely, the 
strength of the external recti may be ascertained by 
testing the eyes with prisms with their bases directed 
inwards. 

Another method of measuring the strength of the 
muscles of the eye is as follows : — 

A normal eye can only overcome a prism of from 1° to 
2° if the base be turned either upwards or downwards. 
Place, therefore, in front of the eye a prism of a higher 
degree, and diplopia will be produced ; the false object 
will be projected either directly above or below the true 
one. If the prism be held with its base upwards, the false 
image will appear below ; and if the base be placed down- 
wards, the wrong impression will show itself above the 
true one, but they will both appear in the same line. This, 
however, is on tne supposition that the external and in- 
ternal recti of the two eyes exactly balance each other. 
If they do not, the false object will not only appear either 
above or below the true one, but it vrill be cast either to 
its outer or inner side, according to the predominance of 
power of the external or internal recti, and the diplopia 
will be then either crossed or homonymous. A slip of 
red glass placed in front of one of the eyes will at once 
determine the form of the diplopia, by giving a coloured 
tint to one of the objects, and thus indicating which of 
the two is the false impression. The extent of the in- 
sufficiency may then be ascertained by trying what 
prism, placed in front of the one with its base upwards, 
will restore the true and false images to a direct line one 
above the other. Of course, if the diplopia is found crossed, 
Jtbe prkmB musljbe tried. "befoie \^^ ^:3^ -^itlv their bases 
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turned inwards ; and if homonymous, with their bases 
placed outwards. If the diplopia is crossed it indicates 
an excess of power in the external recti, and consequently 
an insufficiency of the internal muscles ; and the reverse 
if the diplopia is homonymous. 

3. To Wear as Spectacles to Correct Diplopia. 
— In cases of paralytic strabismus, prisms are often of great 
service, and especially during the progress of recovery from 
palsy of the sixth, or partial paralysis of the third nerve, in 
which the internal rectus is the only muscle, or the one 
principally affected, and where from special reasons the 
patient objects to keep the eye covered to avoid the 
diplopia. The spectacles should be furnished with a piece 
of plain plate glass for the sound eye, and with a rightly 
ad|)usted prism for the paralytic one. Whilst using tiie 
pnsm, the patient should l>e kept under observation, 
as, if the case is progressing to a favourable termination, 
the prism will require to be frequently changed for 
ancAner of a lower degree as the paralysed muscle 
gradually regains power, until at last its use may be 
abandoned. 

PARALYTIC AFFECTIONS OF THE MUSCLES OF THE EYE. 

The subject of paralysis of the separate nerves which 
supply the muscles of the eye is involved in considerable 
obscurity, as although in many cases the diagnosis of the 
paralysis is clear, yet in a vast number it is difficult to 
assign any satisfactory explanation for the sudden or 
gradual loss of power in the structures supplied by one 
particular nerve. Either the third, fourth, or sixth nerve 
may become paralysed, without their being evidence of 
disease in any other portion of the nervous system. The 
loss of power may be sudden, or it may be gradual, the 
paralytic symptoms increasing daily until they have 
reached a certain point, at which, for a time, they usually 
remain stationary. After a variable interval, the nerve, 
as a rule, begins to recover its tone, and the parts sup- 
plied by it ultimately resume their normal action. 

The immediate result of paralysis of one of these nerves 
is a strabismus, caused by a loss of the balance between 
the muscles of the affected eye. This is termed a para- 
lytic strabismus^ to distinguish it from those forms of 
squint which are due to some anomaly in the refraction 
of the eye. The paralytic fttT«Ja\a\xiT3>a V^^ S^kns. ^mw- 
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Iracteristic, that, whereas in the concomitant squint thfe 
bfimary and secondary deviations are equal, in the para- 
lytic the secondarjr is greater than the primary. This is 
easily seen by making tne following examination : — If the 
sound eye be covered with the hand, and the patient be 
directed to look at a given point, the vrimary deviation 
or movement of the paralysed eye will be far less than 
the associated or secondary movement of the sound one. 

If the patient be directed to cover the sound eye with 
the hand and then to walk across the room, he wiU suffer 
more or less from vertigo, and frequently to such an 
extent as to cause him to stagger m his gait like a 
drunken man. This inability to co-ordinate uie action of 
the muscles under the direction of the paralysed eye is 
most marked when the palsy of the nerve is complete. 
In cases of diplopia from commencing paralysis of an 
ocular nerve when there is a difficnlty in deciding which 
is the affected eve, a rapid and correct diagnosis may be 
often made by telling the patient to walk a short distance 
with his hand placed first over one eye, and then over the 
other. The affected eye is the one which when the other 
is closed, induces vertigo. 

Paralysis of one or more of the ocular nerves may be 
caused by — 

a, Intra-cranial disease. 

p, Intra-orbital disease. 

y. Blood-poisoning, such as^ syphilis, rheumatism, and 
gout. 

d. Beiiex irritation. 

a. Prom Intra-oranial Disease.— When paralysis 
of the ocular muscles proceeds from disease of the brain, 
it is seldom confined to the structures snpplied by one 
particular nerve ; or if during the early sym{)toms only 
one nerve is involved, there are usually other indications 
of cerebral mischief. The patient totters or trips in 
walking, or has pain or giddiness in the head; or, per- 
haps, has some loss of power in the muscles of ex- 
pression, or a diminution of sensibility in the skin of 
the face. 

fi. Prom Intra-orbital Disease.— Pressure upon 

any of the ocular nerves in their course along the orbit 

to the eye will cause a partial or complete paralysis of 

their functions. This may be induced by a tumour within 

the orhit, or by an orbital node, oi \>3 wxaa ^TA^asLm^tiory 
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or specific exadation either around the nerve or within 
its sheath. 

y. From Blood-poisoning. — To either syphilis, 
rheumatism, or gout many of the cases of paralysis of 
one of the motor nerves of the eye are to be attributed. 
A thickening of the fibrous sheath of dura mater, 
through whicn the nerve runs in its passage to the orbit, 
or some inflammatory exudation peculiar to the afifection 
from which the patient suffers, may compress the nerve 
and paralyse its functions. We have illustrations of 
analogous forms of local palsy in the paralysis of the 
muscles of the face, from palsy of the portio dura of the 
seventh nerve, and in facial anaBsthesia from palsy of the 
fifth. Both of these examples may undoubtedly be due 
to a pressure on the nerves, either from an inflammatory 
thickening of neighbouring structures, or from some 
morbid deposit dependent on a blood poison. 

$. Prom Beflex Irritation. — It is always difficult 
to obtain direct evidence to prove that the functional dis- 
turbance of a nerve is dependent on distant irritation. 
I think, however, that there can be no doubt but that 
many of the forms of local paralysis which are met with 
both in the child and the adult are due to this cause, and 
that frequently the palsy of an ocular nerve may also 
arise from it. The most striking illustrations of this 
class of disease are to be found in the cases of infaatile 
paralysis, where a single muscle, as the tibialis anticus, or 
the long extensor of the toes, or a group of muscles, as 
the flexors or the extensors of the leg, become suddenly 
deprived of power. Mr, William Adams, in sneaking of 
intantile paralysis, says, ** It is frequently neither pre- 
ceded nor accompanied by any cerebral symptoms, and, 
even when such symptoms show themselves, they are 
generally of a transient character; *' and further on he 
remarks, " This form of paralysis generally takes place 
during the period of first dentition, and would seem to be 
connected with the irritation attending this process ;*' 
and, ** that a marked characteristic of this affection is a 
tendency to spontaneous cure."* 

On inquiring into the histoiy of many of the cases of 
palsy of an ocular nerve, no symptoms of syphilis, rheu- 
matism, or gout are to be detected, and tnere are no 
evidences of brain disease or mischief within the orbit. 



♦ Ciab Foot, by WiUiam ^^m^, y^.S\,^^. 
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A further investigation, however, will frequently discover 
as the cause of Uie palsy, some eccentric irritation in a 
disorder of the liver, stomach, or some other portion of 
the intestinal canal. 

The analogy between infantile paralysis and some of 
the cases of palsy of the ocular muscles at once becomes 
manifest. In both, cerebral symptoms may be wanting 
or may have been only transient ; in both, remote irrita- 
tion may be the exciting cause of the palsy ; in children 
it is usually dentition, and in adults derangement of the 
abdominal viscera : and, lastly, in both we have the same 
tendency to spontaneous cure. The nerve which is, I be- 
lieve, the most frequently aflfected from reflex irritation is 
the sixth. 

Before describing the symptoms which indicate para- 
lysis of one or more of the muscles of the eye, I will first 
briefly refer to the anatomy and functions of each of the 
motor ocular nerves. 

THE THIBD NEBVE — motor oculi — is the largest of 
the three motor nerves which supply the muscles of the 
eye. In its course along the outer wall of the cavernous 
smus it divides into two branches, a superior and an 
inferior, which enter the oibit through the sphenoidal 
fissure, passing between the two heads of the external 
rectus. 

a. The superior division supplies 
The levator palpebr89. 
The superior rectus. 
P, The inferior division supplies 
The internal rectus. 
The inferior rectus. 

The inferior oblique, and a branch to the 
lenticular ganglion (its short root). 
In addition to the above-named, the third nerve through 
its branch to the lenticular ganglion supplies, under the 
name of the ciliary nerves, the muscular structures within 
the eye, the ciliary muscle and sphincter pupillas of the 
iris. 

In the outer wall of the cavernous sinus the third nerve 
communicates with the ophthalmic division of the fifth, 
and with the cavernous plexus of the sympathetic. 

The functions of the third nerve are : to preside over 
the action of the muaclea to N^\iv^ \^» ^evi^ia branches, 
and nnd^r the influence oi \\^V\•u^oxk.\^v^T^^Aasy.^A^'^^^^» 
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the contraction of the pupil. '* The motor action of the 
third nerve may therewre be excited through the optic 
nerve. There can be no doubt indeed, that this is the 
ordinary method by which contraction of the pupil is 
produced during hSe ; the stimulus of light falling upon 
the retina excites the optic nerve, and through it tnat 
portion of the brain in which the third nerve is im- 
planted."* 

Paralysis of the third nerve may be either com- 
plete or partial. 

When the paralysis is complete, there is an absolute loss 
of power in all the structures of the eye supplied by the 
third nerve. The levator palpebrsB being paralysed, the 
upper lid droops over the eye and cannot be raised by the 
patient. The superior, inferior, and internal recti, and 
the inferior oblique muscles, have ceased to exercise any 
control over the movements of the globe, and the eye is 
under the dominion of the external rectus and the superior 
oblique, which, acting together, draw the globe outwards 
and slightly downwards. A strong divergent strabismus 
is thus given to the eye, and the patient has crossed 
diplopia, the false object appearing across the nose on 
the other side of the true one (see Ougssed Diplopia, 
page 288). But in addition to this, the pupil is widely 
dilated, and from paralysis of the ciHary muscle the 
accommodation is destroyed. From the complete relaxa- 
tion of so many of the ocular muscles there is generally a 
slight protrusion of the globe. If the patient be directed 
to close the sound eye, he will generally walk with an un- 
steady gait, and miss the objects he endeavours to seize. 
Such are the symptoms of a complete paralysis of the 
third nerve ; but it is seldom, except in cases of cerebral 
disease, or of tumours in the orbit, that all the branches 
of the nerve are thus afEected. 

Partial paralysis of the third nerve may exist in 
two forms. 

a. There may be a diminution rather than an absQlt(t^ 
loss of power in all the structures which the nerve 
supplies, and the patient then exhibits the symptoms 
already described, but in a modified degree. The ptosis 
is only partial ; the pupil is dilated, but not to its uUnost; 



* Todd and Bowman's Physiological Anatomy, 1st edit voU U. 
p. 103. 
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and the accommodative i)ower of the eye is diminished ; 
there is a divergent strabismus with crossed diplopia, but 
it is not extreme, and with an extraordinary eftort the 
patient can draw the eye either slightly inwards, upwards, 
or downwards. 

p. In many cases, however, of partial paralysis of the 
third nerve, some of its filaments only are affected. The 
loss of power may be confined to one or more of the recti 
muscles, any one of which may be separately paralysed ; 
but the paJsy is seldom if ever limited to the inferior 
oblique. The muscle which is the most frequently in- 
volved is the internal rectus ; it is rare for the superior or 
inferior rectus to be paralysed whilst the internal muscle 
remains intact. The pupil is generally more or less 
dilated, but I have seen it in exceptional cases of its 
normal size ; the levator palpebroB frequently retains its 
influence over the upper hd, even when one or more of the 
muscles of the eye are paralysed^ There is always some 
diplopia, the false object varying in position with respect 
to the true one, in accordance with the muscle or muscles 
which have lost their power ; thus — 

In paralysis of the internal rectus, there is a diver- 
gent strabismus, but the eye can be turned upwards or 
downwards. The diplopia is crossed, and the false object 
is on a level with the true one. 

In paralysis of the superior rectus, the eye is dis- 
placed downwards and outwards by the combined action 
of the inferior and external recti and superior oblique 
muscles, whenever an attempt is made to look up. The 
diplopia is crossed, and the false object is above the level 
of the true one. 

In paralysis of the inferior rectus, the eye deviates 
upwards and outwards by the combined action of the 
superior and external recti and the inferior oblique 
muscles, when an efEort is made to look down. The 
diplopia is crossed, and the false object is projected below 
the level of the true one. 

THE FOXTBTH NERVE — the trochlear — the smallest 
of the cerebral nerves, passes along the outer wall of the 
cavernous sinus, and enters the orbit by the sphenoidal 
fissure. It then mounts above the other nerves, and 
running close to the periosteum of the roof of the orbit, 
li applies itself to the orbital surface of the superior 
oblique mnscle. As it txavexaea \]^q 's^aXicA \Jcl^ <»?^^t^^-^'?^ 
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sinus, it communicates with tlie sympathetic through 
filaments from the carotid plexus, and as it enters the 
orbit, it occasionally gives a branch to jbhe lachrymal 
nerve. The function of the fourth nerve is entirely 
motor. 

In paralysis of the fourth nervOy the early svm- 
ptoms are often obscure and easily overlooked ; but when 
the palsy is complete, they are usually sufficiently marked 
to be diagnosed by a careful examination of the eye. It 
should be remembered that the function of the superior 
oblique in health is to roll the eye downwards and out- 
wards, and, that, therefore, no defect of sight arising from 
a want of power in this muscle will be noticed by the 
patient so long as his eyes are fixed on objects above the 
horizontal mesial line. 

Paralysis of the superior oblique is occasionally con- 
genital, and frequentljT in such cases the patient will 
instinctively inchne his head to the opposite side to 
enable him to get single vision with the two eyes. In a 
few instances it is probable that this constant habit of 
holding the head on one side, to correct the diplopia 
caused by congenital palsy of the fourth nerve has been 
the cause of wry-neck. 

The symptoms which characterize palsy of this 
muscle are, tnat whenever an attempt is made to look 
downwards the affected eye is drawn slightly upwards and 
inwards, and the patient has homonymous diplopia, the 
false object appearing to the outer side and below the 
level of the true one, and slanting towards it. The 
interval between the true and false impressions, both in 
latitude and elevation, are increased as the globe is verti- 
cally depressed. 

THE SIXTH NEBVE — ahducens—crosseQ the caver- 
nous sinus, lying close against the outer side of the in- 
ternal carotid artery. It enters the orbit through the 
sphenoidal fissure, passing between the two heads of the 
external rectus to the ocular surface of which muscle it 
is distributed. In its passage through the cavernous 
sinus it receives sympathetic nlaments from the carotid 
plexus and a branch from MeckeFs ganglion. The func- 
tion of the sixth nerve is entirely motor. 

In paralysis of the sixth nerve there is a marked 
internal strabismus; the eye, when the ^ala^ia^'cscK^^^u^^ 
cannot he drawn outwards "beyoxL^L ^i^ift T^t^vsvaiJ^^ s^ *^^ 
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orbit, but it can be turned freely in all other directions. 
There is homonymous diplopia, the false image being 
projected to the outer side of the true one. If, with the 
sound eye closed, the patient endeavours to seize an 
object, he misses his aim, the hand passing to its outer 
side. In walking he generally turns his head rather 
towards the side opposite to that of the a£fected eye, so 
as to avoid the diplopia by not looking outwards. 

All the ocular muscles may be paralysed from cerebral 
disease, or from tumours of the orbit ; the eye is then 
rendered prominent and stationary in the centre of the 
orbit. 

The prognosis of the paralytic affections of the 
muscles of the eye is determined by the following con- 
siderations : — 

a. The Cause of the Paralysis.— When the loss 
of power proceeds from some syphilitic, rheumatic, or 
gouty disease, or from some reflex irritation, the prospect 
of recovery under suitable remedies is favourable. When, 
however, the paralysis arises from intra^cranial mischief, 
and is associated with other cerebral symptoms, the 
prognosis is bad. 

/3. The Extent of the Paralysis, whether it is 
partial or complete, or confined to the muscles supplied 
by one nerve, is an important point to decide. The 
prognosis is always most favourable when the paralysis 
IS partial and limited to one ocular nerve, and when 
there are no other symptoms of disease of the nervous 
system. 

y. The Length of Time the Paralysis has 
Lasted. — If the loss of power has been persistent, and 
no improvement has taken place in spite of judicious 
treatment, the prognosis is unfavourable. There are, 
however, many cases in which recovery progresses to a 
certain point, and then ceases ; the paralysed muscle does 
not completely regain its former tone, and a slight stra- 
bismus with diplopia remains. For sach patients much 
may be done by local treatment. 

Treatment. — If the paralysis is due to syphilis, 
rheumatism, or gout, the patient must be treated constitu- 
tionally, with the medicines suited to these special diseases. 
In most cases benefit is gained f rom'small and repeated 
doses of the iodide, or the iodide and bromide of potassium 
(F, 91. 97), or of the iodide ol ^o^aawaxo. ^ionccJolxied with 
iron (F. 92). The bo\veVa a\voT3M^ \wt ^x^^i oYsvx'i^^y5 ^ 
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purgative, and counter-irritation may be used behind the 
ear, either by rubbing in a stimulating^ liniment, or by 
applying a small blister. In sypmlitic cases, pil. 
hydrarg. subchloridi comp, gr. 6 may be given every 
other night for a short time, or a little of the unguent, 
hydrarg. may be rubbed nij<ht and morning into the 
temple of the affected eye. Where reflex irritation may 
be reasonably expected to be the cause of the paralysis, as 
in certain cases of palsy of the sixth nerve, the source of 
the mischief must be sought for in some functional 
derangement of abdominal viscera. The important con- 
nection between the sixth nerve and the sympathetic is, 
1 think, quite sufficient to account for its oeing prejudi- 
cially influenced by visceral irritation. 

To relieve the diplopia, which is so distressing to the 
patient, the affected eye should be excluded, either by 
being covered with a bandage, or by the use of a pair of 
spectacles with large curved glasses, one of which has 
been completely darkened. In certain cases, prisms are 
of the greatest service in uniting the double images, but 
it must be remembered in using them, that they will have 
to be repeatedly changed, as the palsied muscle regains 
its power. For the internal strabismus, from paralysis 
of the external rectus, the prism must be placed with its 
base outwards ; and for the external strabismus, from 
paralysis of the internal rectus, the prism must be used 
with its base imvards. 

When the paralysis is probably dependent on a local 
affection of the nerve, as from some rheumatic or gouty 
effusion, Faradization is often of the greatest service, but 
it should not be recommended if there is any reason to 
suspect cerebral disease. 

Under one or other of the methods of treatment I have 
described, the majority of the cases of palsy of one of the 
ocular nerves will steadily progress to complete recovery. 
There are, however, occasionally instances when the 
remedies fail, and the muscle having regained a certain 
amount of power ceases to improve. When this happens 
and the strabismus and diplopia have continued stationary 
for some months, an operation may be performed with 
advantage, to restore the balance of power between the 
muscles. If the paralytic strabismus be divergent, the 
external rectus may be divided ; and should this fail^ tha 
internal rectus may be bTO\ig\i\i lorN^taT^, ^'^x^^swtossskoAs^ 
in the Article Strabisi4\3S, ^a^ft '^^'^« W^V^'^^-^'s^-.*^^ 
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remaining strabismus be convergent^ the internal rectos 
may be divided. 

INY0LT7KTAB7 OSCILLATIONS OF THE GLOBBS 

— Nystagmus — nsnally indicate an unsound slate of the 
nervous system of the eye. They are frequently asso- 
ciated with congenital cataract, and with defective vision 
produced from anv cause in early childhood; they are 
also often met with in albinos. These rapid movements 
of the eyes are quite beyond the patient's control and 
continue without his knowledge. The oscillations are 
nearly always horizontal, but I have seen cases in which 
they were lx)th vertical and rotatory, and I have had one 
patient in whom the oscillations were rotatory only, the 
movements being caused by the alternate contractions of 
the superior and inferior oblique muscles. Occasionally 
one eye only is affected with nystagmus, and then it is 
generally horizontal, but in one case in a boy under my 
care, the one eye affected had velrtical nystagmus. Not- 
withstanding the incessant oscillations of the globes, the 
power to move the eyes together in all directions is un- 
affected. The division of tne ocular muscles affords no 
relief to the constant oscillatory motions. In one patient, 
from whom I had occasion to remove a shrunken globe 
which oscillated in concert with its fellow, the muscles 
continued their alternating action, and jerked the con- 
junctiva to which their cut ends had become attached, in 
unison with the movements of the remaining eye. 

Miners' Nystagmus.— Dr. Oglesby, of Leeds, has 
drawn attention to a horizontal nystaormus which occurs 
amongst the miners in coal pits. He says : — " Of the 
many cases I have now seen, I have never met with any 
patient who described the origin of the affection differently 
from his fellows. The statement they make is somewhat 
as follows : — * I enjoy excellent health, and have never, 
until the commencement of the present seizure, suffered 
from any affection of the eyes. One morning after enter- 
ing the pit, and stooping in the usual manner to get coal, 
my lamp bein^ placed a few feet away, I was startled to 
find that the light was rapidly moving to and fro, and 
believing that something must be very wrong, I at 
once assumed the erect posture, when I was surprised 
to £nd the light from my lamp quite stationary. Think- 
in o- tfiat I must be mistaken \u \.\ie \i^\\et t\va.t my lamp 
was moving f I bent again to woick^ oa^ «^^4^ ^^^fli^\£cj 
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lamp moving quietly from side to side; since then 
this symptom has always occurred when my head and 
neck are bent when at work, and it has become so much 
worse with each day's work that now I cannot manage to 
get coal with safety, and have left the pit.' " 

Dr. Oglesby states that " The disease is not preceded 
by premonitory symptoms, is very constant ever after- 
wards, is never amenable to treatment, as a rule occurs 
only in adults, and never except in a miner." * 

Dr. Oglesby adds, however, as a postscript to his paper, 
that he has had a case in whicn the nystagmus has 
eutirely disappeared under a six weets' course of 
strychnia — a drug which he had often prescribed before 
without benefit. 

Dr. Hudson, of Redruth, states :— " That although he 
had had a very large experience of Cornish miners, he 
had never met witn miners' nystagmus except in men 
who had acquired it whilst working in coal mines in the 
north." t 

The miners* nystagmus is probably due to the excessive 
strain of the eyes to see tne wort at which they are 
engaged in a dim light. 

Voluntary Nystagmus, or the power of inducing 
nystagmus at will, is rare. In the Royal London 
Ophthalmic Hospital Reports, vol. x., p. 203, 1 reported 
the two following cases, and I have since heard of 
others. 

Case 1, — A gcntlcinaD, after bo had consulted me about himself, 
told me that he possessed the power of shaking both his eyes, and 
that he had been able all his life to shake them at will. At my re- 
quest he gave me a performance. First, making both liis eyes 
steady, ho then set both into rapid lateral motion, so rapid 
tliat the outline of the comesD was completely lost to view. 1 he 
movements were really an exaggeration of what is seen in horizontal 
nystagmus, but they were so rapid Uiat the margins of Uie comen 
cuuld not be defined. 

Case IT. — A former house surgeon in the Boyal London 
Ophthalmic Hospital possessed the power of voluntai^ nystagmus, 
but the lateral movements of his eyes were not nearly so rapid as 
in the case above related. Before setting his eyes in lateral motion, 
ho had to converge them sufiicienUy to squint, and then he could 
simulate horizontal nystagmus. The movements were completely 
under his control, and could be started and arrested instanter. 



Transactions of Ophthalmological Society, voi U. p. 243, 
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Treatment. — ^The only treatment whicli is likely to 
diminish the frequency of the oscillations is to improve, 
if possible, the sight, and this is one of the stron^st 
reasons in favour of an early operation for congenital 
cataract in those cases where the opacity of the Tens is 
sufficient to prevent the child discerning objects. When 
the cataract is thus complete, even though there may be 
no oscillato^ movements, they may after a time be 
acquired, and the good effects of a future operation will 
be then diminishea. 



CHAPTER VIII. 
SPECIAL INJURIES OF THE EYE. 

FOREIGN BODIES WITHIN THE EYE. 

THE LODGMENT OF A FOBEiaN BODY WITHIN 
THE E7E is one of the most serious injuries which can 
happen to that organ, and the importance of ascertaining 
correctly, as soon as possible after the infliction of an 
injury, whether there is a foreign body within ^t, cannot 
be over-estimated. The prognosis of the case rests 
entirely on the elucidation of this one point. 

Every penetrating wound of the globe should be 
specialljr examined with reference to tne possibility of 
tnere being a foreign body within the eye. 

The dan^rs of a foreign body within the eye are— 

1. The risk of the eye being completely destroyed by 
the inflammation which its presence mav excite. 

2. If the eye has been destroyed by the inflammatory 
action which the foreign body has induced, the stump, or 
that which remains of the eve, will be liable to repeated 
attacks of inflammation so long as the foreign hoaj con- 
tinues embedded in it ; and with each attack there will be 
an increased danger of the other eye becoming affected 
with sympathetic ophthalmia. 

All the evidence we can collect may be in favour of 
there being a foreign body within the eye ; jet if we can- 
not see it, and we have no reason to beheve that it is 
buried within the lens, we must ^&\i ^ot symptoms, and 
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tteat them as they arise. The progress of the case will 
as a rule quickly determine whether there is a foreign bodj 
within the eye, although in some exceptional instances it 
excites but little if any irritation. 

The symptoms which strongly favour the presumption 
that a foreign body is within the eye when a careful 
examination fails to detect it, are — 

a. An increase or a continuance of the inflammation 
primarily excited by the injury in spite of all the remedial 
agents which may have been used to arrest it. 

j8. If the first inflammatory symptoms have subsided, 
the continuance of a subacute choroido-iritis or choroido- 
retinitis uninfluenced by proper local and constitutional 
treatment. 

. y. The non-union of the corneal wound, when the 
cornea has been the part of the eye involved in the in- 
jury ; or the only partial closure of the wound, leaving 
a flstula through which there is a constant drain of the 
aqueous, causmg the iris to lie in contact with the 
cornea. 

b. Severe and continued gain in the eye, unpropor- 
tioned to the apparent existing inflammation, and un- 
alleviated by the ordinary local applications and medi<< 
cines. 

Treatment of Foreign Bodies within the Eye. 
-—In all cases of a forei^ body within the eye, the treat- 
ment undoubtedly is, if it can be seen and the removal of 
it is practicable, to take it away. But the object may be 
so placed that it can be seen, yet from its situation an 
attempt to remove it will incur a risk of loss of the eye, 
or from the difficulty of reaching it, the operation will 
probably fail : how, then, should we act ? My answer to 
this is : — 

1. If it is creating irritation, without hesitation 
endeavour to remove it. 

In all cases where the surgeon deems it ri^ht to attempt 
the removal of a foreign body from within the eye, he 
ought to have a discretionary power, that if he fail to 
And it, he may remove the globe whilst the patient is 
still under chloroform, if circumstances render it advis' 
able, 

2. If the foreign body is creating no irritation, 
and there is a fair amount of vision, and an 
attempt to remove it would greatly ha&ac<L ^2c^ 
eye.— Even in such a ca8e,pIo^'ift^^i)t^'fe^'^^3«o^^^ 
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second eye good, I would endeavour to remove the foreign 
body ; but if the injured eye is the only seeing one, no 
operation should be performed until symptoms of irrita- 
tion arise. 

When the foreign body within the eye is a chip of iron 
or steel an attempt should be made to remove it with the 
electro-magnet; small fragments of iron even when 
lying in the vitreous have been successfully removed by 
its agency. We are indebted to Dr. McKeown, of 
Belfast, for having drawn attention to the value of the 
magnet in diagnosing the presence and for extracting 

Sieces of iron or steel from within the eye ;* and to Mr. 
imeon Snell, of Sheffield, for having devised a very 
efficient electro-magnet. One advantage he claims for 
his electro-ma^et is, '* that in a case where the portion 
of metal is visible, the needle may be advanced to it 
before the magnetic influence is brought into force.'f 
I have used the electro-magnet, and nave been much 
pleased with the results obtained by it. 

In every case where the eye is destroyed for visual 
purposes by the inflammation induced by a penetrating 
wound, and there is reason to believe that a foreign body 
is lodged within the globe, the only treatment to be 
adopted is to excise it. It has ceased to be an organ of 
vision, and at some future period it may, and very pro- 
bably will, become a source of much danger to the i^ound 
eye. 

INJURIES OF THE EYE FROM ESCHAROTICS. 

dlTlOK LIMfi, or lime before it has been slaked bj the 
addition of water, is the most destructive agent that can 
come in contact with the surface of the eye. If it is in 
sufficient quantity and is allowed to remain long enough 
in apposition, absolute destruction of the part ensues,^ a 
slough follows, and complete loss of the eye is a not in- 
frequent residt. In the smallest quantity it is a most 
powerful irritant : a spasmodic contraction of the orbi- 
cularis tightly closing the Hds upon the globe, and a 
copious flow of tears follow the introduction of even a 
particle of lime into the eye. The epithelium is at once 
whitened and destroyed, and a sharp clear line will indi- 

♦ British Medical 3o\OTi«\, 1B74, vol. i. p. 800. 
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aate the boundary of tlie part which has been affected by 
the lime ; ontaide tbia boaudary tbe conjonctiva is ei- 

ce^BiTelj red and more or lesB onemoHed ; and the Itda, if 
the injury ia severe, are oBdematons. 

If the epitheliam only ia destroyed, it will be replaced, 
&nd no markings of the injary will remain ; bnt it is 
seldom, if ever, that the action of anslakad lime is thufi 
limited ; the whole thickness of the tissue with which it 
comes in contact is nsnally destroyed by it, and dense 
contracted cicatrices are the resnlt. 

UORTAS, PLASTBB, and the other oombiaationB 
of lime uaed for building pnrnoses difier only in degree 
from lime in the way in which they affect the eye. 
Their action is notqnite so rapid or bo acnte as unslaked 
lime 1 still, if they are allowed to remain a anfGcient time 
in contact with the eye or with the conjunctiva of tbe 
lids, similar resolts are produced ; sloughs may be formed, 
and suppuration ending in complete destraction of the 
eye may follow. 

Treatment of InjurieB &om Lime, Mortar, 
&a. — The first conrse to be adopted ia to remove as 

FlO. 53. 




llirawn lata tbo eye the day beFore the boy wm hronght into 
tbo hospital 

quickly as possible every particle of lime from the eye, 
and at the same time to arreat the further destructive 
action of any fragments which may bo still sticking to 
the conjunctival epithelium. For this purpose a little 
sweet oil should at once be dropped into the B^e,u&&^Vk 
upper and lower lida bdng e^ertei in. WTii,**ia >s****. 
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lime should be gently lifted away with a fine spatala or 
spad. Having removed all that can be seen, the upper 
lid being everted and the lower one drawn down by the 
finger of an assistant, a stream of tepid water should be 
gently syringed over the front of the eye and the inner 
surfaces of tne lids, so as to wash away any small pieces 
which may have escaped notice ; but before closing the 
lids, two or three more drops of oil should be dropped 
into the eye. If the patient is seen by the surgeon vcrv 
early after the accident, the eye may be syringed out with 
a little weak vinegar and water, or the dilute acetic acid 
and water, about the strength of one drachm to one and 
a half ounces of water. An acetate of lime is thus 
formed, which is innocuous ; but for this treatment to do 
good it must be resorted to immediately after the intro- 
duction of the lime; and as such a chance is rarely 
afforded the surgeon, the use of olive oil in the first in- 
stance will generally be found preferable. For the first 
two or three days after the injury cold and soothing 
applications are best suited ; cold-water dressings may be 
applied over the closed lids, or a lotion of belladonna may 
be substituted if the eye is very painful. Opiates should 
be given at night if the pain" prevents sleep. 

BUBNS AND SCAIiDS OF THE E7E.— Hot fluids, 
according to the intensity of their heat, redden, vesicate, 
or even destrov the conjunctival surface of the eye or lids 
with which they come in contact. They produce the 
same immediate effect on the conjunctiva of the eye as 
they do on the skin covering the body ; but the dehcacy 
of the textures of the eye and the importance of the 
integrity of each for the well-doing of tne whole, render 
what would be a slight scald elsewhere, a severe injury to 
the eye. 

Treatment.— -When the patient is first seen, a few 
drops of olive oil should be dropped into the eye ; the lids 
should be then gently closed, and some cotton wool laid 
loosely over them, which should be kept in its place by. a 
single turn of a light bandage. 

The dropping of oil into the eye may be repeated two 
or three times during the day, and each time tne bandage 
is removed the eye and hds should be washed with a gly- 
cerine lotion (F. 55) free of any discharge which may have 
aconmnlated. 
•* If the lids are BeveieVy \)UTii\. w ^^«X^^, v^^-rvs^^^-^^ 
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applving the cotton wool, lint aoated in carron oil or 
uquiiJ parts of lime-water and olive oil ehonld be laid over 
them ;_ but if the burn or scald ia only slight, a little nng, 
cetacei on lint will be aufficient. Opiates should be given 
internally if the patient is suffering mnoh pain : they not 




Tlio woodunt ropus^Ti 
from a epiash of molten 
carryiug a pot of melted kid, 

pieiB of wood and soiue of the molten matiil eplas! ^ 

the eve and was moulded to tbo part aKatoet which it reeted. 
The pBtienl made » good recoven, anif was discharged from 
the boepitol with the ove in the condiUou shown in Uie 
weodcnl, 

only give ease and proenre sleep, bnt they exercise a 
specially beneficial control over the auppnrative action 
which haa to follow. 

STSONO STn:.FHTrBIC AKX> NITBIO AOIDS act 
chemically on the tissaes of the eye, and if in eafficient 
qaantity canae disorganization of the parts with which 
they are brought in contact, pTodncing saperficial or deep 
sloughs. 

The action of a strong add on the e^e, even in the 
smallest quantity, is that of a powerfal irritant ; it pro- 
duces great pain and smarting, more or leas (Bdemaof^e 
lids, and a constant flow of tears with intoleranceof light, 
which may lost for many days, even thongli the nctnal 
ininry inflicted does not ext«nd beneath. ttift6"(\'iisJasjini.iA. 
the oaalar conjanctiva. 
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The rapid flow of tears, however, which the irritation o£ 
the acid instantly excites, quickly dilates it ; and if it is 
only a drop or a small splash which has entered the eye, 
the injury which it inflicts is comparatively slight and 
completely remediable. 

Treatment of Injuries from Strong Acids. — If 
the patient is seen very shortly after the accident, the eyes 
should be gently syringed out with some weak alkaline 
solution, such as potassa3 bicarb, or sodsB sesquicarb. gr. 5, 
aqu8B destillat. 5 If to neutralize any acid which may yet 
remain ; or if this cannot be at once obtained, tepid water 
should be used. A little olive oil should be then dropped 
into the eye, and this may be repeated two or three times 
a day if it gives ease. The lids being closed, a layer of 
cotton wool should be laid loosely over them, and a single 
turn of a bandage passed round the head to keep it in its 
place. 

When the lids are much burnt with a strong acid, an 
alkaline dressing should be used for the first twenty-four 
hours, and lint dipped in the liniment, calcis cum cret& 
(F. 37), should be laid over them, then a layer of cotton 
wool, and a turn of a bandage over the whole to keep all 
in situ. The ordinary carron oil or equal parts of lime- 
water and olive oil may be afterwards substituted for the 
chalk dressing, and continued until the sloughs begin to 
separate. 

VIKEaAB, DILUTE ACETIC ACID, or any of the 
weak or dilute acids, act as irritants to the eye; and 
although they do not immediately destroy any of the 
tissues with which they may be brought into contact, yet 
they often give rise to an ophthalmia which is the cause 
of much sufiering, and in some instances even of danger 
to the eye. The primary treatment recommended in the 
cases of injury from strong acids is equally applicable to 
those occasioned by the weak or the dilute. If seen early, 
the alkaline solution should be used, and afterwards either 
soothing or astringent applications to allay irritation 
and to check, if necessary, undue secretion from the con- 
junctiva. In all injuries to the eyes from chemical agents 
a solution of the antidote should be first used, if the 
patient is seen sufficiently early to render its application 
of service. As in the cases of injury from an acid, an 
allraline solution was xeconvmesiSife^-, ^ciYa.\W?«k^Qia a 
strong alkali, such aa causae -^qXa.'^ ox ^ti\^, ^sa. %k^ 
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solution of one dracLm of vinegar, or of the dilute acetic 
acid to one and a half ounces of water, should he 
syringed over the front of the eye and palpebral surfaces 
of the lids. 

INJURIES FROM PERCUSSION CAPS, GUNPOWDER, 

AND SMALL SHOT. 

PEBCXJSSION CAPS. — One of the most frequent 
sources of injuries to the eye from the use of guns, which 
is met with iu civil practice, is from fragments of percus- 
sion cups flying off when they are exploded by the hammer 
of the gun. Tnis accident very rarely happens when the 
caps are of the best quality, such as are sold by respectable 
gunsmiths for ordinary sporting purposes. It is almost 
invariably occasioned by toy guns, bought as playthings 
for children, or used by itinerants at fairs and other places 
of public resort, for firing at a target for nuts. These 
common percussion caps are sold at a very low price, and 
are made of a brittle alloy instead of the best copper. In 
their explosion small scales are detached from tnem and 
driven with such velocity that if they strike the eye they 
usually penetrate it. Unfortunately, the "victim of such 
accidents is more frequently some bystander or passer-by 
than the person who is shooting. In nearly every case, 
total loss of the eye is the ultimate result of the injury ; 
and in several which have come under my care, the end 
has been still more disastrous ; the other eye has become 
affected with sympathetic ophthalmia, and it also has been 
irreparably destroyed. 

Treatment. — See Treatment of Foreign Bodies in 
THE Eye, page 303. 

GUNPOWDER. — The near explosion of gunpowder 
may affect the eye in four different ways : — 

1 . By the concussion it produces when exploded in close 
proximity to the eye. 

2. From the burning or scorching of the surface of the 
eye and the lining membrane of the lids. 

3. From depositing in the external tissues of the eye 
specks of unexploded powder. 

4. From grams of powder being driven with sufficient 
force to penetrate the globe. 

Treatment of GunpowdoT lTviv^x\ft^^»--^^^CL^ '^^ 
object ia to remove all loose poN<i3LCT,\C\)s\^x^Ni^ ^\i:^^V55icv 
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tlie surface of the eye, and from between the lids and the 
globe. This may l>e done by everting the lids and gently 
squirting a stream of tepid water over the front of the eye 
and the conjunctiva of the lids with a syringe, or small 
india-rubber bottle, and afterwards by lifting away with 
a fine spatula or small scoop, any particles of powder 
which may be adherent from being entangled with mucus, 
or with the conjunctival epithelium. The cornea should 
be then carefully examined, and all the unexploded grains 
which may be found embedded in it should be removed 
with a fine needle or spud. Those granules which are 
lodged deeply in the true corneal tissue and are out of 
the field of vision, may be left if they cannot be easily 
lifted away, as more harm will be done by injudiciously 
picking at them, than their presence can excite. 

Specks of unexploded powder which are lying on the 
sclerotic surface of the eye may be removed, but no great 
effort should be made to detach them, as, beyond the 
slightly unseemly appearance, they seldom if ever do harm. 

Having taken away all the unexploded powder, a little 
castor or olive oil should be dropped into the eye and 
soothing applications used externally. A lotion of bella- 
donna (F. 40) will relieve pain, and by keeping the pupil 
dilated act beneficially in case any general innammation 
of the eye should follow. 

INJURIES FBOM SMALL SHOT, COlUCOirLT 
USED FOB SPOBTINa PUBPOSES.— The velocity 
and direction of the shot when it strikes the eye deter- 
mine very much the extent of the injury which it inflicts. 

1. Spent Shots. — If the shot is nearly spent, it may 
merely produce a slight concussion with ecchymosis of 
the conjunctiva, from which the eye may quickly recover. 
If, however, there should be some irritation, it may gene- 
rally be subdued by the application of two leeches to the 
temple, the use of the belladonna lotion to the eye, and a 
few days' absolute rest. 

2. Glancing Shots. — A shot at full speed may strike 
the eye in its transit without penetrating it, and leave a 
deep furrow which may very closely resemble a penetrat- 
ing wound. 

}l Penetrating Shots.— The lodgment of a shot 

within the eye will produce all the severe symptoms 

which have already oeeTi described in the Section on 

Foreign Bodies wituis th.ie. "E^xi.. ka ^ ToJifc, SJcl^ ^^-^q 
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may be considered as lost after such an accident. The 
passage of the shot into the eye generally inflicts sach 
irreparable damage on the different tissues through which 
it passes, that all sight is at once extinguished. The 
eye at first becomes acutely inflamed, and occasionally 
suppurates ; but generally the acute symptoms subside, 
and a low form of deep-seated inflammation sets in, which 
ends in softening and shrinking of the globe. So long, 
however, as the shot remains within the eje, it is a con- 
stant source of danger, and may at any time give rise to 
an attack of sympathetic ophtnalmia in the sound eye 
which may cause its destruction. 

Treatment.— If there is a shot within the eye and it 
cannot be removed, the eye should be excised. (See 
Treatment of Foreign Bodies within the Eye, 
page 303, 

EXCISION OF THE EYE. 
The patient should lie on his back on a couch with his 
face towards the light, and the eyelids be separated by 
the stop-spring speculum. With a pair of fine 
single-toothed dissecting forceps a fold of the Fio«61. 
conjunctiva and subjacent fascia is to be seized 
close to the cornea, and divided with a pair of 
blunt-pointed scissors, curved on the fiat, as in 
Fig. 61. Through this opening one blade of the 
scissors is to be passed, whilst the other remains 
external to the eye, and then, with a few dips, 
the conjunctiva and fascia covering the globe are 
to be cut through in a circle around the cornea. 
An ordinary strabismus hook (Fig. 56, p. 279) 
is then to be introduced in turn beneath the 
tendons of each of the recti muscles, which are 
to be divided with the scissors close to their 
insertions in the sclerotic. 

Having made certain that the recti muscles 
are completely divided, one finger of each hand 
should press back the tissues on either side of 
the eye, so as to push the globe forwards 
and partially dislocate it through the opening 
which was made in the conjunctiva at the com- 
mencement of the operation. By this simple 
mancBuvre, the next step, the division of the optic nerve, is 
facilitated. The cut end of the tendon of either the 
internal or external rectus mwaciVa ^wiX^ xiss^ ^^^ ^vso*^?^ 
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with the forceps, and the eye drawn over to one side, 
whilst ike scissors with the blade shut and the curve 
towards the fflobe are passed backwards between it and 
the snrronn£ng tissues. As they round the posterior 
curve of the eye, the blades should be opened, when, after 
gently urging them a little further onwards, the optic 
nerve will come within their grasp, and may be then 
divided. The eve may now be lifted with tne fingers 
forwards, and tne obUque muscles or any other tissues 
which may be still adherent cut through with the scissors, 
and the operation will be completed. 

When all the bleeding has ceased, the opening in the 
conjunctiva, through which the eye has been enucleated, 
may be closed by drawing the edges together with a fine 
thread which is passed throu&^h tnem at different points 
and then tied. This is a finish to the operation, and gives 
an appearance of neatness to it at the time. It is not, 
however, essential, as the parts are afterwards completely 
drawn together by cicatrization. In the excision of 
inflamed eyes it is positively prejudicial, as it prevents the 
free escape of inflammatory exudations, and thus favours 
orbital cellulitis. 

In all cases where there is no external appearance to 
distinguish the diseased from the so and eye, it is the duty 
of the surgeon to indicate the eye which is to be excised by a 
mark over the brow, before the patient is put under the 
ansBsthetic. To remove the wrong eye is an accident which 
may occur unless proper precautions are taken. 

Treatment after Excision of the Eye.— As a rule, 
the patient recovers so rapidly from this operation that 
but little after-treatment is required. A fold of wet lint 
should be kept over the lids, and all discharge from the 
wound carefully washed away from time to time with a 
little warm water gently syringed into the orbit with a 

glass syringe. The wound usually cicatrizes in from three 
ays to a week, but a slight muco-purulent discharge from 
the orbit often continues for two or three weeks afterwards. 
This may be checked by a lotion of alum or tannic acid 
(F. 47, 58), which should be used with a syringe three 
or four times daily. It frequently happens that on look- 
ing into the orbit the cause of the continuance of the 
discharge may be seen in a small fungoid granulation 
£fprouting from the cicatrix of the conjunctiva. This 
Bhould be removed \)y a am^A^ wa\v "^^h. «» j^oxt of curved 
scissors. 
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If, however, instead of progressing thus favourably, 
symptoms of orbital cellulitis come on, warmth should be 
applied to the wound by frequent fomentations of hot 
water or decoction of poppy-neads, and afterwards by a 
linseed-meal poultice over the lids and brow. If the 
opening in the conjunctiva has been closed by a suture, 
it should be at once removed. It is good practice in such 
a case to make a free incision through the wound in the 
conjunctiva into the cellular tissue of the orbit, so as to 
irivefree vent to all inflammatory exudations as they are 
iSased. By thus encouraging suppurationand favonring 
the exit of the pus, the urgent symptoms will probably be 
at once relieved. The bowels should be freely acted on by 
a purgative, and the patient should be kept very quiet in 
a darkened room. It is seldom that any untoward 
symptoms follow the operation ot* excision of the eye. 

ABTIPICIAL E7ES. — In an ordinary case from six 
weeks to two months after the operation is the best time 
for commencing the use of a glass eye. Time should be 
allowed for complete cicatrization to be effected, and for 
all swelling and discharge to subside before an artificial 
eye is introduced within the orbit. 

One of the most frequent inconveniences produced by 
too soon wearing an artificial eye is a chronic conjuncti- 
vitis with a muco-purulent discharge, which is often very 
troublesome to arrest. Another, and a more serious 
annoyance is an inflammation of the conjunctiva and sub- 
mucous tissue in the line on which the edge of the artificial 
eye rests, sometimes going on to ulceration. As the result 
of this, cicatrices are often formed, which render the 
adjustment of another eye very difficult, and sometimes 
impossible. 

When a lost eye has been removed on account of the 
sound one sufiering from sympathetic ophthalmia, an arti- 
ficial eye should not be allowed until all the sympathetic 
symptoms have been arrested, and the eye has remained 
quiet for at least six months. 

An artificial eye should be of such a size that the lids 
can close completely and easily over it, as in sleep, with- 
out any squeezing effort on the part of the patient. 

It is far better that the glass eye should be rather 
too small than too large— an artificial eye which is too 
large leads to many troubles. If tha ^ai^\&R?aS. ^^Ss» 
rather small, I frequently sA^na^ >iX!L<& ^^ve^ Vr» ^'^'^^ 
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spectacles with plane plate glass in front of the seeing eye, 
and with a convex lens of from 3 to 6 D in front of 
the artificial eye, so that it may appear to the on-looker 
as slightly larger than it really is. 

I never order an artificial eye for an infant or jonnff 
child nnder five years of age, as the necessary daily remoyu 
and replacement of it is a source of constant annoyance. 
As a rule, it is better to wait nntil the child is nine or ten 
years of age. 

The following excellent rules are given to the patients 
at the Royal London Ophthalmic Hospital who have had 
the misfortune to lose an eye : — 

Instructioxs for Persons wearing an Artificial 
Eye. — It should be taken out every night, and replaced 
in the morning. 

To take the Eye out.-^The lower eyelid mnst be 
drawn downwards with the middle fineerof the left hand; 
and then, with the right hand, the end of a small bodkin 
must be put beneath the lower edge of the artificial eye, 
which must be raised gently forwards over the lower eye- 
lid, when it will readily drop out. At this time care mnst 
be taken that the eye does not fall on the ground, or other 
hard place, as it is very brittle, and may easily be broken 
by a fall. 

To put the Eye in. — Place the left hand flat upon the 
forehead, with the fingers downwards, and with the two 
middle fingers raise the upper eyelid towards the eyebrow; 
then, with the right hand, push the upper edge of the 
artificial eye beneath the upper eyelid, wnich may now be 
allowed to drop upon the eye. The eye must then be 
supported with the middle fingers of the left hand, whilst 
the lower eyelid is raised over its lower edge with the 
right hand. 

After it has been worn dail^ for six months, the 
polished surface of the artificial eye becomes rough; 
when this happens it should be replaced by a new one. 
Unless this is done, uneasiness and inflammation may 
result. 
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CHAPTER IX. 

DISEASES OF THE LACHRYMAL APPARATUS. 

EPIPHORA, or a watery eye, is an overflow of the tears. 
This overflow is not caused by an undue secretion of the 
lachrymal gland, but by some imperfection in the lachry- 
mal apparatus, through which the escape of the tears is 
retarded ; they consequently accumulate in the lacus at 
the inner angle of the eye, and from time to time flow 
over the margins of the lid on to the cheek. The expo- 
sure of the eye to cold or wind aggravates the epiphora 
by stimulating the lachrymal gland to an increased secre- 
tion of tears. Epiphora may arise — 

1. From a displacement of the punctum without any 
mechanical obstruction in the canaliculus, lachrymal sac, 
or nasal duct : — 

a. In old people a relaxed orbicularis frequently 
allows the lower lid to fall from the globe, and 
become slightly everted, and thus to draw away the 
punctum from its proper position with respect to 
the ^lobe. 

^3. A similar result is seen in lippitudo, p. 329, and 
in all cases of ectropion of the lower lid. 

2. Obstruction of the canaliculus : — 

a. From closure of its opening into the sac. 

p. From some foreign body (frequently an eyelash) 

or from a small cnalky concretion. 
y. From a tarsal cyst or stye pressing upon the 

canaHculus. 

3. Obstruction in the lachrymal sac, or nasal duct :— 

a. From blennorrhcea or chronic inflammation of the 

sac. 
p. From dacryo-cystitis, or acute inflammation of 

the sac. 
y. From stricture, 
d. From mechanical obstruction by tumours. 

Treatment* — ^As epiphora is to be regardad^^ji^ ^>a^ -^ 
symptom of derangement in Bome "^^ixV* Qi ^^<^^3a.^KtTsv'^ 
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apparatus, the cause must be first detected, and then 
enaeavours made to remove itt When the punctmn is 
displaced, the canaliculus should be slit np, and means 
should be taken to restore the lid, if diseased, to a healthy 
state, or if everted, to its normal position. 

Foreign bodies or concretions in the canaliculus should 
be extracted. Sometimes this can be accomplished with 
the aid of a ^air of iris forceps without any cutting ope- 
ration; but if not, the canaliculus must be laid opien, 
when all difficulty will be removed. The treatment of 
the other causes of epii)hora which have been mentioned, 
will be found under tneir respective headings. 

CHRONIC IKFLAKMATION OF THE LACHBT- 
TiffATi & AC— Blennorrhcea — Tumour of Sac — Mucocele^^ 
is a disease of slow progress and lonj|^ duration. Tho 
patient generallv is unable to say when it commenced, so 
long has he suffered from a watery eje ; but an increase 
in the severity of the symptoms has induced him to seek 
advice. This is the tale of a large number of such 
cases. 

Symptoma — Constant epiphora. The finger placed 
over the membranous portion of the sac will detect a 
fulness, sometimes amounting to an absolute protube- 
rance, and a moderate pressure on this will cause a re- 
gurgitation of thick viscid mucus or mu co-purulent secre- 
tion through one or both puncta. The degree of distension 
of the sac varies with the duration and severity of the 
disease. In some cases there is a mere thickening and 
dilatation of the upper extremity of the sac which may be 
felt with the finger just below the tendo palpebrarum ; 
whilst in severe and long-standing cases the sac is so 
enlarged as to be expanded along the border of the orbit, 
and to appear as a tumour the size of a bean, corre- 
sponding m position to the inner half of the lower lid. 
From the constant exudation from the canaliculi, the eye 
becomes irritable, the caruncle red, and the edges of the 
lid excoriated. The sight is also frequently dimmed 
from films of mucus floating in the tears across the 
cornea, and the patient is troubled by having repeatedly 
to wipe away the accumulated tears from the inner angle 
of the eye. 

Treatment. — The first course to be pursued is to slit 
vp the canaliculi, and exarnvne m^i^l\^.\.xOc^^'i\^ftla.chry- 
lnaI sac and nasal duct, \.o ^^^etrsiwi^ SS. ^Js^sta S& ^a. 
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stricture or any otber change in the mncons track to 
account .for the long-continued obstruction and dis- 
charge. 

A stricture may exist in three , Fio. 62. 
places — 

a. At the^ point where the canali- 
culus joins the sac. 

/3. At the line of junction of the 
lachrymal sac with the nasal duct. 

y. Close to the opening of the 
nasal duct into the nose. 

The first and second are the most 
frequent sites for stricture. 

a. A stricture at the point where 
the canaliculus joins the sac is re- 
cognised by the obstruction the 
probe meets with as it is passed 
onwards; instead of entering the 
sac and striking against the internal 
bony wall of the canal, its progress 
is arrested by the outer membra- 
nous wall of the sac, which, when 
pressed upon by the point of the 
probe, draws inwards the margin 
of the lid, and imparts a feeling of 
elastic resilience. For such a case 
the following course should be 
adopted : — A guarded knife should 
be passed as a probe along the slit- 
up canaliculus until it reaches the 
sac, when, failing to find the open- 
ing of the duct, the guard is to be 
drawn back, and with a little pres- 
sure the point will be made to 
enter the sac. The point of the 
knife should now be turned on it- 
self, so that the blade may be 
passed as if it were a probe down 
the sac, and the upper portion of 
the sac with the resistmg fascia 
in front of it be then diyided. A 
free opening haying been thus 
made into the sac, the three probes, 
Fig. 62, should be passed m ^wfi- 
ceasioB, beginning with tVie smo^ ^xA o^ ^^ ^scb^^'^^ 
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Erobe. No force, beyond a steady even pressnre, sbonld 
e nsed. In the after-treatment of the case, a probe 
sbonld be passed between the lips of the wonnd and into- 
the sac for two or three days following the operation, and 
afterwards twice in the week to prevent closure of the 
divided parts during the cicatrizing period. 

In such cases I frequently now use a style (Fig. 63) 
made of soft silver or of pewter wire which can be easily 
bent to any curve to facilitate its introduction. 
Fig, 63. I prefer the pewter style as it can be cut from 
wire of the gauges No. 16 or 18 as required, and 
if the end be neatly rounded off with a file, it is 
easy to introduce and causes little if any dis- 
comfort. A probe should be first passed to 
measure the lachrymal canal, and the style 
should be then cut to such a length that its end 
may rest on the floor of the nose whilst its bent 
extremity lies on the edge of the lid. li the 
style does not create mucn irritation, it may be 
worn continuously for a week or ten days ; it 
should then be removed every two or thr^e days ; 
and left out for a few hours, but again reintro- 
duced ; ultimately, before the style is abandoned, 
it may be worn only at night and removed in the 
morning. In this manner a callous opening 
may be formed which will never close. 
There is one danger in using a style — ^if it be 
cut too short it may slip into the sac. This accident 
may be avoided by following the directions I have given ; 
but if it should occur and the style cannot be withdrawn 
through the aperture by which it was Introduced, the 
lachrymal sac must be laid open externally, and the style 
removed by a pair of forceps. The possibility of the style 
slipping into the sac is lessened, if its extremity be 
curved more into the form of a hook than is shown in the 
woodcut. 

j8. If the stricture should be at the junction of the 

lachrymal sac with the nasal duct, the canalicnli should 

be slit up with Weber's knife (Fig. 65), which should be 

carried into the sac as described in section o, page 317. 

The three probes should then be passed in succession, so 

as rapidly to dilate the stricture. 

y. When the constriction is at the lower end of the 

nasal duct close to ita OT^mu^ VoX/i ^^ Ti^^^, the 

Btrictme should be rapidly dS\a.\j^ ^^» "^^ ^^^» \5s5«^ 
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duction of the probe by a steady forcible pressure, and 
the communication with the nose be at once restored. 
A i^robe should be afterwards passed a few times, at 
intervals of two or three days, to keep the orifice 
open. 

In those cases where there is much distension of, or a 
constant muco-purulent discharge from, the sac, it will 
be necessary to wash out the sac with an astringent 
injection (F. 58) by means of the lachrymal syringe, 
and to repeat this washing ont of the sac at least 
twice a week until the discharge ceases to be purulent. 
The patient may also use some slightly stimulating 
lotion (F. 25, 26), to drop twice a day into the inner 
angle of the eye. By steadily continuing this treatment 
the dilated sac will usually snrink to its normal dimen- 
sions. 

On several occasions where the membranous portion 
of the canal was so dilated as to form a tumour 
which extended beyond the centre of the lower lid, I 
have cut down upon the swelling, and excised the 
whole of its expanded anterior wall. The patients have 
made satisfactory recoveries, but the process of cicatri- 
zation has generally been rather slow. It is an opera- 
tion, however, which is never needed except in extreme 
cases. 

ACTTTE INFLAMMATION OF THE LACHBTMAIj 

SAC — DacryO'Cystitis — ^usually attacks only one lachrymal 
sac, although I have seen both involved at the same time. 
It is generally preceded by epiphora or wateiy eye, and 
it will occasionally follow an acute attack of catarrhal 
ophthalmia, when it appears as if the conjunctival inflam- 
mation had spread by an extension along the canaliculi to 
the mucous membrane of the sac. 

The Symptoms are most acute — pain, heat, redness, 
and swelling over the sac, extending to both the upper and 
lower eyelids, which are frequently so oedematous as to 
be closed over the eye. The pain is often excessive ; the 
slightest pressure with the finger on the sac being almost 
intolerable. These symptoms continue to increase, when 
suddenlv the patient experiences a sense of relief. The 
inflamed sac distended with pus has given way, and the 
discharge has escaped into the cellular tissue between the 
skin and the memoranous sac. A. fwi'^^T^sasaJL viweRRR.%Sa> 
now formed, and the pua graAxwiXVj \si^^<^ \^^^^ \fiKisiS8i 
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surface, and points a little below the tendo palpeLramm. 
If the disease be allowed to progress nntreated, the 
pnrnlent contents of the sac are discharged thronffh the 
ulcerated opening; on the face ; the inflammation sabsides, 
and the parts slowly regain their normal appearance ; but 
frequently a fistnla remains in the site of the wound 
which communicates directly with the sac, and through 
which there is a constant flow of tears on to the cheek. 
The early symptoms of acute inflammation of the sac 
closely resemble those of a severe attack of catarrhal 
ophthalmia, as they are often associated with a muco- 
purulent discharge from the eye; but in all cases of 
doubt the pressure of the finger over the lachrymal sac 
will, by tne pain it produces, at once remove fdl 
obscurity. 

Treatment. — Daring the acute stage when pus is 
forming, fomentations of hot water, or of decoction of 
poppy-heads, should be frequently used, and in the in- 
tervals a warm linseed- meal poultice may be applied 
over the part. As soon as there is reason to believe that 
the sac is distended with pus, an external opening is to be 
made to give vent to it. An ordinary cataract knife 
should be made to enter the membranous sac a little 
below the tendo palpebrarum, and as the blade is with- 
drawn the incision should be carried downwards and 
outwards through the skin and deep tissues to the extent 
of about half an inch. A small strip of lint is then to be 

{)laced in the wound to prevent its edges uniting, and a 
inseed-meal poultice applied. In three or four days' 
time, when all the swelling has subsided, the canaliculi 
should be slit up, and one of the probes be passed into 
the sac. If any strictnre is detected, the probes ought to 
be passed twice a week for a short time, if after a fort- 
nignt or three weeks a muco-pnmlent discharge should 
continue, the sac must be washed out with an astringent 
lotion (F. 47, 50, 58), either with an india-rubber bottle 
with a properly-constructed tubular nozzle, or, what is 
far better, with one of Wells*s lachrymal sac syringes. 
This operation should be repeated twice a week until all 
discharge ceases. 

FISTTTLA OF THE LACHBTlCAIi SAC is one of 

the results which occasionally follow acute Inflammatioa 
and abscess of the &ac. A. «kma.\!L ^^yuxslqu^ track exists 
between the sac and t\ie m^ft^umea^^^iXixwx^^V^^ 
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tears ooze on to the cheek. I have also seen a lachrymal 
fistula remain after the patient has given up the wearing 
of the old-fashioned style, which was introduced by an 
opening made in the sac iiirough the skin just below the 
tendo palpebrarum. Lachrymal fistula is occasionally 
associated with necrosis or caries of the bones forming 
the lachrymal canal. 

Treatment. — In all fistulss connected with mucous 
canals the course to be pursu^ed is, first to cure the stricture 
and restore the mucous track to a healthy state, and the 
fistula will then generally close of itself. This rule holds 
good in lachrymal fistulsD, and for this purpose the canali- 
culi should be laid open, and a probe passed into the sac 
and nasal duct to ascertain if there is any stricture or 
disease of the bony walls. 

If a stricture be detected it must be dilated with probes, 
io the manner already directed in page 316. Should there 
be a chronic thickening of the mucous membrane, with a 
muco-purulent discharge, the sac must be washed out 
twice or three times a week with an astringent lotion by 
means of an india-rubber bottle, or Wefls's lachrymal 
syringe. If this treatment fail, the fistula should be laid 
freely open into the sac with a cataract knife, the point 
of which is to be passed through the fistulous opening on 
the face into the membranous portion of the canal. Into 
the wound thus made a piece of lint is to be introduced, 
but it should be removed in twenty-four hours, after 
which the cut edges may be allowed to unite. This 
treatment, combined with the use of probes and syringing 
out the sac, seldom fails to cure tne fistula. In those 
cases, however, where the fistulous opening on the face is 
large, as when a style has been long worn and afterwards 
abandoned, it will be often found of service to pare the 
edges of the opening and unite the raw surfaces with a 
fine suture. 

EPIPHORA FROM MECHANICAL 0BSTBT7CTI0N 
BY TTJMOTJBS. — The cavity of the lachrymal canal may- 
be partially or completely occluded by tumours which 
either take their origin from within the sac, or by those 
which grow from the antrum, the nostril, or from the base 
of the skull. It would be out of place here to discuss the 
nature and treatment of such growths ; they will be found 
fully described in works on general surgery. It is suffi- 
cient to indicate that epiphora, ta^^ ^^ ^^jysfe^Xrj >^^ 

X 
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presence of tomours either within, or in the neighbonr* 
nood of the lachrymal sac, Uiat. the surgeon may not 
Fio 64. ^^^8^"^ *^® possibility of their existence in 

obstinate cases which have persistently resisted 

all treatment. 

TO SLIT UP THE OANALIOTJIiTJS.— There 
are several ways in which this operation may be 
performed. 

1. The canaliculus may be laid open on 
Critchett's director (Fig. 64). The patient being 
seated in a chair, the operator stands 
behind his head and mtroduces the Pio- 65. 
point of the instrument, which he holds 
between his finger and thumb, along 
the canaliculus, and then drawing the 
lid outwards with his ring fineer to 
render the parts tense, he with the 
other hand slits up the duct by passing 
a cataract knife along the groove of the 
director. 

Care should always be taken to keep 
the incision external to the caruncle, 
as if the edge of the knife, as it is run 
along the director, is turned too much 
towards the eye, the canaliculus will be 
divided only up to the caruncle, beneath 
which the remainder of the duct will 
tunnel, unless, indeed, the caruncle be 
divided, which it is always desirable to 
avoid. 

2. The canaliculus may be slit up by Weber's 
knife, which consists of a fine blade of the shape 
and size represented in Fig. 65, with a minute 
button at its extremity. This is introduced 
into the punctum, and run along the canal, 
when, by slightly raising the hand and giving 
to the blade a cutting movement, it is niade 
to divide the canaliculus to the extent required. 

3. The canaliculus may be laid open by a pair 
of fine scissors. 

OBIilTEBATION OF THE LACHBTMAL SAC is an 

operation which has been frequently performed by some 
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Continental surgeons of eminence in cases of obstinate 
chronic inflammation which have resisted other modes of 
treatment. Yarious means have been adopted for the pur- 
pose of destroying the mucous membrane of the lachrymal 
canal, such as laying open the sac by a free external in- 
cision, and applying to its interior either the actual cautery, 
the galvano-cautery, nitrate of silver, potassa c. calce, 
chloride of zinc, or some other strong caustic. My own 
feeling is decidedly averse to this mode of treatment ; the 
few patients who have come under my notice, in whom 
attempts have been made to obliterate the sac, have 
prejudiced me unfavourably. They have been illustrations 
of the difficulty, well known to all practical surgeons, of 
destroying a mucous canal. In each case the lachrymal 
sac was not obliterated, but the nasal and canalicular 
openings were completely closed, and as a result there 
was a quantity of pent-up secretion which distended the 
sac, and formed a globular tumour below the tendo palpe- 
brarum. There are few cases of chronic lachrymal disease 
which will not ultimately yield to well-directed and con- 
tinuous treatment. 

REMOVAL OF THE LACHBYMAL GLAND.— 

When from any cause it has been decided to excise 
the lachrymal gland, the operation adopted by the late 
Mr. Zachariah Laurence* may be performed. An in- 
cision is to be made immediately below the upper and 
outer third of the orbital ridge through the skin and the 
fascia connecting the periosteum of the orbit with the 
upper edge of the tarsal cartilage. The gland is then to 
be carefully felt for with the finger, and having made out 
its exact position, it is to be seized with a pair of hooked 
forceps and drawn forwards out of the wound, whilst its 
cellular connections are carefully severed with a knife. 
Free haemorrhage often accompanies the operation, but 
the bleeding may generally be arrested by a stream of 
cold water from a sponge. The wound should not be 
finally closed until all bleeding has ceased. 

This operation should never be performed for the relief 
of epiphora arising from disease of the lachrymal sac, as 
the evils wliich may result from it are greater than those 
which it is intended to cure. 

• Opbthalmic Review, No. 12, p. 367. 

y2 
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DISEASES OF THE lAOHBTXAIi GUkND are 

extremely rare ; so seldom, indeed, is the gland affected, 
tliat in the Beports of the Boyal London Ophthalmic 
Hospital for ten years, from 1857 to 1867 inclnsive, ont 
of a yearly average of over 12,000 new cases only twenty of 
" diseased lachrymal gluid " are recorded. No doubt the 
lachrymal gland is often secondarily involved in malig- 
nant tomonrs of the orbit, bnt this is apt to be overlook^ 
from the fact that the gland is either excised unnoticed 
with the morbid growth, or else it is slonghed ont by the 
action of the caustics which are afterwards used to 
destroy any portions of the tumour which may have 
been left l>ehmd. Although the lachrymal, like all con- 
glomerate glands, enjoys a special immunity from 
disease, yet it is not altogether exempt, and to those 
affcKstions to which it may be subjected 1 shall now refer. 

nneXAJOLATION of the ULOHBTUAX GIiAlTD 

— Dacryo-adenitis-^msbj be either chronic or acute; 
generally, however, it is the former. It may occur 
without any apparent cause, or it may arise from 
injury. 

Symptoms.— When chronic there is tenderness and 
enlargement of the gland, which can be felt by the 
finger beneath the outer part of the edge of the roof of 
the orbit, and occasionally a prolongation of the enlarged 
gland will extend into the upper lid. There will be 
probably also some cedema of the oculo-palpebral fold 
of conjunctiva and redness of the lid. If there is much 
swelling of the gland the eye will be displaced downwards 
and inwards. 

In one case of subacute inflammation of the lachrymal 
glands which was under my care, both glands were 
affected symmetrically, and a portion of the enlarged 
glands could be seen and felt in the outer part of each 
upper eyelid, causing the lids to droop over the eyes. 
Under a few weeks' treatment the swelling of the glands 
completely subsided. The disease in its progress seemed 
to be very analogous to an attack of mumps or inflamma- 
tion of the parotid glands. 

If the inflammation is acute there will bo pain, redness, 

and swelling in the region of the gland, with oedema of the 

lid, and chemosis of the conjunctiva. These symptoms 

may subside under txeatm^TLX., ox tVv^^ may go on to the 

formation of pus. 
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Treatment. — For the chronic inflammation of tlie 
gland small doses of the iodide of potassium (F. 91), 
or of the iodide of ammoninm, may be given, and an 
ointment of ammonii iodid. gr. 30, adipis gr. 240, may be 
gently rubbed ni^ht and morning over tne swelling, or 
the eyelid may be painted every or every other day 
with the tincture of iodine. For the acute symptoms 
one or two leeches may be applied to the temple, and a 
warm linseed-meal poultice over the eye. If the inflam- 
mation should continue, and pus form, an incision should 
be made in the line of the orbit to give vent to it, as soon 
as there is sufficient evidence of its presence. 

CYSTS OF THE LACHBYMAL aLAND— Docrt^opa 
J— may arise from acute inflammation and abscess, or n'om 
injury. Their formation is apparently caused by an ob- 
struction more or less complete of one of the excretory 
ducts, in which the secretion of the gland accumulates ; 
the walls of the canal become distended, and a small 
elastic tumour shows itself in the locality of the lachry- 
mal gland, over which the skin is freely moveable. In a 
Paper by Mr. Hulke on this subject, in vol. i. of the 
** Ophthalmic Hospital Reports," he says: "The most 
characteristic and striking sign of daciyops is the sudden 
enlargement which the tumour undergoes when the 
patient cries." If the cyst attains a large size, it may 
seriously interfere with tne movements of the eyelid. 

Treatment. — The most efficient method of dealing 
with these cysts is by the establishment of a permanent 
fistula on their inner or conjunctival surfaces, by which 
the tears may constantly drain away. For the mode of 
accomplishing this, see Treatment op Fistula op the 
Lachrymal uland, in the next Section. An attempt to 
dissect the cyst out through an incision of the skin is apt 
to lead to the formation of a permanent external fistula. 

FISTULA OF THE LACHBYHCAIi GLAND— Da- 

cryops fistulosus — may be the result of an abscess of the 
lachrymal gland which has burst externally, or of a 
cyst of the gland, or of an incised wound. There is a 
minute openmg in the upper and outer surface of the lid, 
through which the tears from time to time trickle. 

Treatment. — ^The edges of the fistulous opening may 
be pared with a fine scalpel, and be then broTLgJbLi^%<i^<st 
wifch a Bingle wire suture ; ox t\iQ e>ii"i oi ^ ^aa-Vs^ce^*^ 
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cautery, having been made hot, may be introduced into 
the fistulous orifice; or the galvano-caustic apparatus 
may be used in a similar manner. _ The plan of treatment, 
however, which was adopted by Sir W. Bowman, in a case 
recorded by Mr. Hulke,* was so successful that I will 
quote it in detail. " A single thread of silk was armed 
with a needle at each end, and one of the needles was 
introduced into the fistulous orifice in the skin on the 
outer surface of the eyelid, and carried for a short distance 
upwards ; it was then made to pierce the fibro-cartilage 
01 the lid and the conjunctiva, and the tluread was drawn 
out at the inner surface of the lid. A similar manoeuvre 
was repeated with the other needle, and the thread was 
drawn out at the inner surface of the lid at the distance of 
a quarter of an inch from the first, and a little nearer the 
attached border of the lid. In this way the cyst was 
pierced at two points by the thread which encircled in a 
loop the small intervening portion of the tissue. The two 
ends of the thread were then brought out at the outer 
commissure, and secured upon the temple with a piece of 
sticking-plaster. The presence of the thread occasioned 
very slight annoyance; the conjunctiva lining the upper 
eyelid became a little swollen and injected, and tears con- 
tmued to flow from the orifice in the skin, but less abun- 
dantly. Ten days afterwards, the thread was replaced by 
a thicker one, wmch produced more irritation, and the con- 
junctiva immediately around it became slightly granular. 
An attempt was now made to close the aperture in the 
skin. It was drawn out with forceps and cut off with 
scissors, together with the little piece of skin immediately 
around it. The edges of the wound were brought together 
with two serrcs fines, which were replaced on the evening 
of the same day by slips of plaster. When she was next 
seen, after an interval of four days, the wound had quite 
healed, and the fistula in the cutaneous surface of the lid 
had perfectly closed.*' In another week the thread was 
withdrawn, and the small bridge of tissue which had been 
encircled by the loop cut out. " This opening in the con- 
junctiva continued patent, and there was no further 
collection of mucus nor tears in the cyst." 

SIMPLE HYPEBTBOPHY, or CHBONIC EN- 
LABaEMENT OF THE LACHBYMAL GLAND is 

occasionally met with. The enlarged gland forms an 

* Boyal London Ophthal^Ac"aos^^\.^'B^e^gQt^.^^^^^.^A^^. 
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nnaigktlj promiaeace in the Qpx>BT aud outer part of tlia 

Treatment.^Tho nnj^ent. amraonii iodid. ^r. 30 ad 
adipia gr. 240, may be rubbed into the Bwellinff night and 
morning, and small doaes of the potaaa. iodid., or oE the 




Fig 68 1b drawn from a, photograph of it patieat 
who wna under my care for great oulargomDHt of 
both Uchrjmftl glandB Tho nght lachrymal gland 
I complel<.ly exriBod and from the left I removed 
□nljf the protruding ponioa 1 he result vms Teiy 
satisfactory 

svmp. ferri iodid., may be given twice a day. Should 
tnis treatment haye no effect, the nnaightly prominence 
. may be exciaed; or the whole gland may be removed. In 
a case lately under tho care of my colleague, Mr. Strcat- 
feild, ho removed the protruding portion and left the 
remainder of the gland. The patient made a satisfac- 
tory recovery, and h;ia since continued well. 

Sarooma of the Lachrymal Q-land is a very 
rare disease. In the few cases which I have seen, it has 
occurred as an infiltration into the gland tisane, and 
formed a distinct tumour growing into the upper eyelid 
from beneath the npper and outer edse of the orbit. Tho 
following ease was under my oare at tne Ophthalmic Hoa- 

Eital :— A poor woman, let, forty-two, firat came to the 
oapital on December Slat, 1872. There waa then dis- 
tinct proptoaia i the eye waa bulged fcii:wa.i3a %.ii&. ^ii.'^* 
same time pressed do'im^aiia Kai. \re«*.-^ia- K'iscai. 
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tumonr conld be distinctly felt with the finger at the onter 
margin of the orbit corresponding to the situation of the 
lachrymal gland. The disease, she believed, commenced 
about two months before she applied to the hospitaL The 
patient was kept a few weeks under observation, but as 
the proptosis increased she was in February admitted into 
the hospital. I then removed the lachrymal gland, with 
the new growth, by a single incision just j^elow the upper 
and outer third of the orbital ridge. (See Operation for 
Eemoving Lachrymal Gland, p. 323.) The patient soon 
recovered from the operation and was able to leave the 
hospital. She was relieved of all the previous suffering ; 
but as the result of the operation she had complete ptosis, 
and palsy of the sixth nerve, so that she could not evert 
the eye. These evils were undoubtedly caused by some 
laceration of the levator palpebrsB and sixth nerve in the 
removal of the tumour, which pressed upon those struc- 
tures." The following is the Report of the examination 
of the tumour by Mr. Nettleship, then Curator of the 
Museum : " The portion removed was a flattish tumour 
somewhat irregularly divided into about three or four 
parts or lobes, one of which was very firm, feeling almost 
like a nodule of scirrhus, while the others had a somewhat 
firmer consistence than normal lachrymal gland tissue. 
The entire tumour was about the same shape as the 
lachrymal gland, and consisted of the whole of that 
organ. It was, however, considerably larger in area, 
though not much thicker than the normal gland. A 
microscopical examination was made after moderate 
hardening in alcohol, and the growth proved to be a 
small-celled sarcoma of the lachrymal gland. The proper 
gland-tissue was sparingly scattered through the tumour, 
and much of it had probably become atrophied by pressure. 
The morbid growth appeared to start from the interfoUi- 
cular connective tissue of the gland, where the normal 
nuclei became more numerous. A stage later showed 
these developed into spindle-shaped cells ; after this it 
seems that most of the new elements remained stationary 
at the round- cell stage, so that, in fact, the bulk of the 
tumour was composed of small round or roundly oval 
cells squeezed tightly together, and intersected with more 
or less strands of elongated cells and threads of normal 
fibrous tissues." 
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CHAPTER X. 

DISEASES OF THE EYELIDS. 

TINEA TABSI is a disease of the follicles of the eye- 
lashes. It is chronic in its progress, difficult to com- 
pletely siibdue, and very recurrent. In the early stage 
the margins of the lids are red and irritable ; there is at 
first an excessive secretion from the follicles of the cilia, 
which accumulates during the night, and causes the lids 
to be gummed together in the morning. As the disease 
advances, the discharge becomes purulent and cakes into 
scabs, which adhere to the margins of the lids, and to tho 
lashes. Small pustules then form at the roots of the 
lashes, and these burst and leave superficial ulcerations, 
which are generally covered with yellow crusts. The eye- 
lashes gradually fall out, and the ed^es of the lids lose 
their sharp outline and become rounded, thickened, and 
everted. With the eversion of the tarsal borders, the 
punctum lachrymale is drawn away from the globe, and 
there is a slight but constant overflow of tears, which ex- 
coriates the fids and keeps up the redness and irritation. 
To this, the extreme stage of tinea tarsi, the term 
lippitudo has been applied. 

Tinea tarsi is verv common amongst all classes, but 
especially amongst the poor. It is frequently associated 
with debility and constitutional derangement, and is one 
of the sequences of scarlatina, measles, and whooping- 
cough. Patients who have once suffered from it are very 
apt to have recurrences when from any cause their 
health fails. 

Treatment. — One of the most important elements in 
the treatment of tinea tarsi is strict cleanliness. The 
lids should be bathed with warm or tepid water night and 
morning, and all scabs of dried secretion be removed be- 
fore the application of any of the remedial agents. On 
going to bed a little of the unguent, hydrarg. nitratis 
dilut. (F. 129), or of the unguent, hydrarg. oxidi rubri 
dilut. (F. 130), should be smeared on the tarsal edges; 
and in the morning after the lids have been thoroughly 
cleansed from all the discharge which has accumulated on 
them during the night, they should be b^.tVi'^^^w^^^ss^i^ 
astringent lotion (F. 48, 50). T\iQ \o\as)Tl Taa.i\^ ^^"^ ^^'^^ 
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several times during the day. In cliildren, wlien the eye- 
lashes are very long, it is often of service to cut them off 
close to the lids with a pair of scissors, as the lids are 
more easily kept clean when there are no lashes upon 
which the discnarge can cake. This plan of treatment is 
usually sufficient to cure a slight case of tinea ; but where 
there are superficial ulcerations or pustules at the roots 
of the cilia, other means must be adopted. Each morning 
ajfter the lids have been freed from all discharge, a solu- 
tion of nitrate of silver, gr. 6 to gr. 10 ad aquae 5l> should 
be applied with a camel*s-hair brush to the pustules or 
ulcerated spaces between the lashes ; or they may be 
touched twice or three times a week with a stronger solu- 
tion of nitrate of silver, or with the diluted mtrate of 
silver points (F. 6). In the worst cases, where the edges 
of the lids are rounS^d, thickened, and excoriated, with 
the puncta drawn away from the globe, the canaliculi 
should be laid open in the manner dii'ected at page 322, 
so as to form conduits along which the tears may flow 
into the sac ; and a weak solution of nitrate of silver 
should be painted daily on the red excoriated margins. 
Where there is great irritability and excoriation of the 
tarsal edges, I have found mucn benetit from the use of 
the lotio boracis (F. 69). Whilst ordering local applica- 
tions to the lids, attention must also be paid to the state 
of the patient's health. Tonics of iron and quinine usually 
do good ; but in very chronic cases, accompanied with a 
thickened and eczematous state of the lids, small doses of 
the liquor arsenicalis given twice or three times a day will 
be often of service. It is, however, a medicine which 
should be seldom prescribed for young children. 

HOBDEOIjTTS — Stye — is a small boil on or near the 
•margin of the lid. It is closely connected with one or 
more of the cilia, and in some cases it seems as if the stye 
was simply a suppurating hair follicle. Generally only 
one stye appears at a time on the lid, but others are very 
apt to follow. A succession of them is indicative of an 
enervated state of health. 

Treatment. — In the very early stage, when the patient 

feels that a stye is coming, and before suppuration has 

commenced, I nave thought that I have on several occa- 

£iions succeeded in arrestmg its progress by drawing once 

across the tender spot on the tarsal edge a point of 

the zaitigated. nitrate oi Bilvex ^.^\ ^"c ^ <s»rai^v\iaMt 
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pencil charged with nitrate of silver, as directed at page 48. 
It is a remedy worth trying as, if it fails, the patient 
has in no way suffered. JJnring the advance of the stye, 
warm applications are best ; fomentations with hot water, 
or the decoction of poppy-heads, and a warm poultice at 
night covered with a piece of oil-silk. It is seldom neces- 
sary to puncture a stye ; the pus will select its own site 
at whicn to point and make an exit for itself. The bowels 
should be cleared of all irritating matter by a purgative, 
and some tonic prescribed; usually the mineral acids 
with bark (F. 75), or quinine with the perchloride of iron 
(F. 81), agree very well. In children, the pulv. cinchonas 
cum soda (F. 14S)^ or mist, cinchonas (F. 138, 139), or 
some preparation of iron (F. 144, 145), may be ordered. 
When all suppuration has ceased, the lids may be bathed 
with a slightly stimulating lotion (F. 50), and at bedtime 
a little of the unguent, hydrarg. nitratis dilut. (F. 1 29) 
may be smeared on the tarsal edges. 

ECZEMA OF THE E7ELIDS frequently accompanies 
strumous corneitis and phlyctenular ophthalmia in chil- 
dren. It is often associated with eczema behind the ear 
and sores about the nostrils. 

Treatment. — If the child is seen at the commencement 
of the disease, when the eczematous symptoms are acute, 
the bowels should be well acted on with a powder (F. 154, 
158) ; and a mixture should be given repeatedly during 
the day, with small doses of tartarated antimony (F.''136). 
The diet should be strictly regulated. The best local ap- 
plication will probably be the lotio boracis (F. 59) ; but if 
this should fail, a lotion with zinci oxid. (F. 54) may be 
tried. Ointments generally irritate, and in most cases 
should be avoided. After three or four days the antimo- 
nial mixture should be omitted, and a prcpar.ition of bark 
or iron be ordered (F. 138, 141.). 

TRICHIASIS is an irregular displacement of the eye- 
lashes, some of which are inverted and often stunted in 
their growth. By their friction against the globe they 
cause severe irritation ; and when the inverted cilia brusn. 
against the cornea, they render it nebulous and vascular. 
Trichiasis may be partial, that is, limited to a few lashes, 
or it may affect the whole row. For the causes and treat- 
ment of trichiasis, see the next Section. 

DISTIOHIASIS is when from eome c.^\3l^^ \\i^V^^ <:^ 
the cUia have been so shifted. lW\i ^Jaet^ S.^ ^ ^^^^osis^ 
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double row of iBsbes. The inner row ia osnally turned 
inwarda, and sometimcB bo completely, that the laahea 
cannot be aeen without alightly everting the lid with the 
finger. Diatichiaeis may be partial, or it may involve the 
whole of the cilia. 

The causOB of both trichiaaia and distichiaaia aro 
pomlent and granular ophthalmia. The contraction of 
the palpebral conjunctiva which takes place during the 
heahne of the granulationa, pulls upon the margins of the 
lid, ana causes a displacement of the bulbs of the cilia, 
and an incurvation of the tarsal oartilage- 
Fra. 67 Treatment. — The beet operation for aevere 

— ' cases of trichiaais or diatichiasia ia eiciaion 
of the whole row of the cilia. The patient 
ia thus rapidly and permanently relieved 
from a long felt trouble, uud the disfigure- 
ment ia very alight. It ia not to he com- 
Eored with the unaigUtlineBS produced by the 
laa of the oculo-palpehral fold of skin, 
which iathe nsaal reaalt of those operatious 
which endeavour to rectify the diaplaoed 
lashea b; shortening the intcgnment of the 
upper lid. It is eeldom necessary to excise 
the ciha of the lower hd, aa the removal of a 
fold of akin with the corresponding portion 
of the orbicularis will nsually suffice (see 
page 337). In slight eases, where only a 
few of the cilia are affected, the diatorted or 
displaced laahes may be pulled ont with a 

K.ir of cilia forcepa (Fig. 67), or they may 
excised. If the inverted lashea involve 
aa much as haU the tarsal margin, it ia 
better to excise the entire row, aa it ia less 
noticeable than when half the length of the 
cilia have been removed. 

OFEBATION FOa THE REUOVAI. 

OP THE EYEItA.8HBS.~Thi8 consists in 
first eplitttng the border of the tarsal carti- 
lage, and then excising the thin wedge of it 
in which the bnlba of the lashea are em- 
bedded. 

The lid being drawn tense by one hand of 
tfieoperator,withtheother\ieniB!!cea3.lcinKiacision witha 
cataract knife along the muei: oi owias ftS%%tjl'Oiia\N&«i, 
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and of a snfficient depth for the point of the knife to poaa 

bejond their roots. A. second incision iB now to be mads 

on the outer anrf aoe of the lid jnst behind, but parallel to, 

the row of lashes, ho as to cnt through the int^gnment 

and thelnarfpit of tho cartilage jast above the bulbs of 

Qte cilia : the depths of the two incisions will thus meet, 

and the whole row of lashes will be excised. The eat 

surface of the carti> 

lage should now be f'°- 68. 

oarefuOy scan no J 

over, ao that if any 

of the bnlba of the 

lashea have escaped 

ereiaion tbey may 

bo removed ; shonld 

any be left, now 

lashes will sprout 

again from tbcni, 

and the object of the 

operation will nc " " 

completoly fulfi 

I a single eyelash 
braahine against the cor- 
nea will cauao consider- 
able irritation. Thebnlba 
of the lashea may bo re- 
cogniaed by their appear- 
ing as dnc black dota. 

Lastly, the akin ahonld 
be gently pressed over 
the cut edge of the carti- 
_^ lugs, and a compreaa of 

it lint be applied to tbe eye with a bandage. !No sutures 
should be naed. 

Bv thia operation tbo lid is not shortened, for the edfre 
of tne cartilage is simply split, and the thin wedge of it 
removed in which tbe lashes are implanted. 

To facilitate the performance of this operation, either 
Snellen's eyelid forceps (Fig. 68), or the horn spatnla 
(Pig. 69), may when practicable be used. If Snellen's 
forceps are selected, the lower blade should be gently 
insinuated beneath the upper eyoUd na far as it will ^^«&, 
and tben with a few turns of U\q Mi6m,«.TQ!*jiS«i»»Hn> 
is made to compress firmly Vte CKw«[A«t«&s» •& 'Coa''^^ 
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with tlie exceptioii of its tarsal border, which is left free 
for the operator. 

Fio. 69. BEPOSITIO OILIOHTTK.— This 

old operation was first described by 
Colana. It waa revived by Dr. 
Saellen, of Utrecht, and has since 
been advocated hy Dr. Argyll Bo- 
bertsOQ in a Paper m the Edvnhurgh 
Monthly Journal for May, 1874, 
The follotving is his account of the 
operation ; — " The principle of thu 
operation. conBists essentially in 
causing the offending eyelashes to 
be mechanically turned away from 
the eye, and made to grow more or 
less m the proper direction by 
making them pass under a narrow 
bridge of skin. The following is 
the method of performing the ope- 
ration :— A very fine curved needle 
has the two extremities of a very 
fine waxed silk ligature (or hair, as 
Celsus directs) passed through its 
eye. The needle, being firmlygraaped 
by suitable forceps, is then passed 
through a narrow fold of skin at the 
very m'argin of the hd, close to one 
of the inverted eyelashes. The 
point of introduction shonld be 
external to the point of emei^ence 
ot the eyelash, but as close to it as 
possible ; and the needle ehonld be 
broQght out after passing about f" 
or]"' under the skin. The needle 
and ligature shoTdd be drawn 
through until a small loop alone 
remains, when, by means of a fine 
pair of forceps, the evelash is passed 
through the loop. Traction is then 
made on the ligatnro, and the loop 
with the entangled eyelash is drawn 
throughthetunnel in thesHn. The 
ottier nmfceiAsA. e^ftlwhes ate 
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" Very little irritation follows this operation, and no 
special after-treatment is neceasary. The patient, how- 
ever, mnst be warned against touching or robbing the 




emergeDce of an luvi 
needle has bsea r<.p[{,ai 
the diagram ) 

eyelashes for twenty four honrs after the operation, 
he might thus force the eyelashes back out of their m 
channel. 




"This operation is only apphcafale to those cases of 
partial tnchiasis in which the eyelashes inverted are few 
iQ nnmber and of considerable size." 

Varions means have been tried for the destrnction of 
the hair folholea by oanstioa, hit Uie \.Te*!ijEj«is. Sats-ic^ 
Bpplioable to those oasua 'wVota ^^ d^s^sai^tosE^i <^ 
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the lasIieB is limited, and even then it is not verj 
utjsfaotory. 

FiQ. 72. 




Fig. 72 raprewnta the eyolosh in ita altered posiUon, 

Dr. Herzenstein* has recommended the use of a seton 
for the destrnction of the bulbs of the cilia, and in cases 
of partial trichiasis it seems applicable. One end of the 
thread is first introdnoed by a fine needle through the edge 
of the tarsal cartilage, and passing it upwards subcn^ 
neonsly it is bronght ont at a point beyond the roots of 
the eilia, and again introduced through the same opening 
it is carried onwards beneath the skm around the bnlbs 
of the lashes to be destroyed, until finally it emerges on 
the edge of the hd in a line with the spot at which it first 
entered. The two ends of the thread are now tied to^tier, 
and they are allowed to remain until they cut theu' way 
ont^ by which time the hair bulba are destroyed by snppn- 
ration. 

SNTBOPION, or AN INVBBSION OF THE BDOB 
OF THB EYElilDS.— There are two forms of thia 
disease. 

a. The spasmodic entropion. 

p. The chronic entropion, which is dependent on etmc- 
tural changes of the conjunctiva of the lid. 

a. The spaBmodio entropion is due to a spasmodic 
contraction of the orbicularis. It mav occnr after an 
injury; or during any affection of tne eye, which is 
accompanied by much photophobia and lachrjrination, and 
particularly if the eye has been for some time closely 
bandaged np. 

• ArchiTlUr0phlhtilnuAcisi6,M.-En.-s-1^>'i*^« 
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From the constant overflow of tears the tarsal border 
becomes red and excoriated; and from the repeated 
spasmodic contractions of the orbicularis muscle, the 
edge of the lid becomes curled inwards — sometimes to 
such an extent that the eyelashes cannot be seen without 
first everting the tarsal margin by drawing it down with 
the finger. Spasmodic entropion is frequently seen after 
the operation for cataract, and especially in old people 
with the skin of the lids loose and wrinkled. This 
inversion of the lashes is usually confined to the lower 
lid. 

Pop the treatment of this form of entropion, it is 
sufficient to remove a narrow strip of the skin, and of the 
orbicularis muscle, close up to and nearly the length of 
the margin of the lid. This is to be done by first pinching 
up a fold of tbe skin in a line with the lid by a pair of 
forceps, and cutting it o£E with a pair of scissors. A 
corresponding piece of the orbicularis is then to be seized 
with the forceps and excised in a similar manner. No 
sutures will bo required ; but when all the bleeding has 
ceased, the edges of the wound should be gently pressed 
together, and a light pad of wet lint with a banda^ 
fastened over them. Complete union will be effected in 
two or three days. 

/3. Chronic Entropion is caused by purulent and 
granular ophthalmia ; by injuries to the conjunctiva of 
the lids from hot metal, lime, mortar, or any other 
escharotic which may have caused a destruction of a 
portion of that membrane. As cicatrization proceeds, 
the contraction of the conjunctiva causes the margin of 
the lid with its lashes to become inverted and drawn 
towards the globe. This folding in of the lashes is a 
source not only of great discomfort to the patient, but of 
danger to the eye. The continued brushing of the lashes 
against the cornea in every movement of the eye is apt 
to induce a troublesome form of comeitis with ulceration, 
and will invariably after a time render the cornea nebulous 
and vascular. 

Treatment. — When the entropion is severe, and 
dependent on a thickened and contracted palpebral 
conjunctiva, produced by granular ophthalmia; or on 
cicatrization following an injury to that membrane from 
some escharotic, the only operation which will afford 
permanent relief is the removal of the entire row o£ 
lashes (see page 332). AsBOciaAft^ m^ *Ocl<^ Sss^^^-^^sa.^ 
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there is frequently a considerable contraction of the 
palpebral apertnre. When this exists the external canthus 
should be msi divided with a pair of scissors, and then a 
fine suture inserted between the divided conjunctiva and 
the opposite point of skin, in order to prevent the reunion 
of the edges of the incision. There are, however, many- 
cases of entropion due partly to spasm of the orbicularis, 
and partly to a contraction of the-palpebral conjunctiva. 
For this class one or other of the numerous operations 
for everting the infolded tarsal cartilage and rectifying 
the displaced lashes may be performed. 

BUBOW'S OPEBATION FOB ENTBOPION.*— The 

object of this operation is to restore the inverted tarsal 
edge to its normal position, and thus to avoid the 
necessity of removing the row of lashes. In entropion 
there is an incurving of the tarsal cartilage, so that the 
cilia brush against the surface of the eye. If such an 
eyelid be everted, a whitish line will generally be seen 
running parallel to the margin of the lid, and about one 
line distant from it : it is upon this line that the tarsal 
edge is flexed on to the globe. The operation is thus 
performed : — ^The lid is everted, and the horn spatula 
(Fig. 69) having been placed between the globe and lid, 
an mcision is made completely through the tarsal cartilage 
about one or one and a half lines from its free border 
along the white line above-mentioned, and extending from 
the outer to the inner extremity of the tarsal cartilage, 
taking care to sever thoroughly the cartilage and all tne 
Btructures of the lid up to the skin, but not to cut the 
miliary margin at any point. The lid may be now replaced, 
and its ciliary border will probably rest against the globe 
in its proper position, and the operation is completed. 
If, however, the skin of the lid is very lax, or the tarsal 
margin is still inclined to curve inwards, a piece of skin 
may be removed from the lid by pinching a portion of it 
up with Desmarres's entropion forceps and cutting it off 
with a pair of scissors. The edges of the wound are then 
to be brought together with fine sutures. 

In divi(ung the tarsal cartilage the left thumb nail 
should be inserted into the incision to keep the lid steady, 
and the blade of the knife should be held parallel with 



♦ Berliner Klinische WoclieiiBclMif t, June 23, 1873. Article by 
Fnmk B uUer, London Medical "Record, k\\s5QS^. V^ ^AS^^- 
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the tarsal edge so as to avoid making an oblique section 
of the cartilage. 

A simple and very efficacious method of performing 
this operation is to evert the lid, and having placed the 
horn spatula (Fig. 69) beneath it to protect the globe, to 
make at one extremity of the white line which runs 
parallel with the tarsal margin, a cut with a fine knife 
through the edge of tarsal cartilage of sufficient size to 
admit one blade of a pair of scissors. Into this cut one 
blade of the scissors is inserted, and then with a few 
decided snips, the tarsal cartilage is divided along the 
white line from end to end. 

Mr. Streatfeild recommends the following operation of 
** grooving the fibro-cartilage," a full account of which is 
given in vol. i. of the " Ophthalmic Hospital Reports," 
p. 125 : — " The lid is held with Desmarres's forceps, the 
nat blade passed under the lid, and the ring fixed upon 
the skin, so as to make it tense and expose the edge of the 
lid. An incision, with a scalpel, is made of the desired 
len^h, just through the skin, along the palpebral margin, 
at the distance of a line or less, so as to expose but not 
to divide the roots of the lashes ; and then iust beyond 
them the incision is continued down to the cartila^^e 
(the extremities of this wound are inclined towards the 
edge of the lid) : a second incision, farther from the 
palpebral margin, is made at once down to the cartilage, 
m a similar direction to the first, and at a distance of a 
line or more, and joining it at both extremities ; these two 
incisions are then continued deeply into the cartilage in 
an oblique direction towards each other. With a pair of 
forceps the strip to be excised is seized and detached 
with the scalpel. 

Another excellent operation is one practised by Arlt. 
He first splits the tarsal cartilage and severs the entire 
row of cilia from the subjacent parts as in the operation 
for excision of the lashes (page 332), but with this differ- 
ence, that he leaves them still attached at each extremity 
to the lid. He then removes a fold of skin the length of 
the lid and adjoining the incision already made, and into 
the raw surface thus exposed he plants the row of cilia, 
leaving the skin connection at either end to maintain their 
vitality until union is efiected. A few fine sutures are 
inserted to keep the parts in situ, 

Graefe, Pagenstecher, and Snellen. W^^ ^s^^^^'^^j^ 
different operations for t3[ift te'^'^li Vii ^uto.^'^vs^* ^ 
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detailed account of each will be found in some of the 
copious Treatises on the Eye which have been lately 
published. 

ECTROPION, OB EVEBSION OF THE E7ELIDS, 

may be induced by either injunr or disease. The worst 
and most intractable cases are those which are the result 
of injury either to the eyelid or to the tissues in its im- 
mediate vicinity. When the ectropion is caused by 
disease, the lower lid is the one most frequently everted ; 
but when it is the result of accident the upper lid suffers 
equally with its fellow. The deformity which ectropion 
produces is often very great, and the cause of much 
annoyance, if not of actual suffering. In all except very 
slight cases, the eye having lost a part of its natural pro- 
tection, is liable, from undue exposure, to attacks of 
recurrent inflammation of its conjunctival surface. It 
also becomes what is commonly called a watery eye ; 
owing to the e version of the eyelid the punctum is drawn 
away from the globe, and some of the tears are constantly 
flowing over the lid onto the cheek. Lastly, after the lid 
has been long everted, the conjunctiva is very apt to 
become changed in appearance and character. In some 
instances it grows almost cuticular; whilst in others 
it becomes so hypertrophied and granular as to acquire 
somewhat the look of a fungoid excrescence. 

Ectropion may be produced — 

a. By the cicatrization following the destruction of a 
part or the whole of the skin of the eyelid. 

/3. By the cicatrization of a wound in the neighbourhood 
of the eyelids. 

y. By abscesses in the cellular tissue at any point near 
the margin of the orbit, and especially if associated with 
diseased bone. 

8. By the cicatrization following lupus. Both the 
lupus exedens and non-exedens wiD cause very severe 
ectropion. 

In the cicatrization which follows an absolute destruc- 
tion of a portion of the integument, the loss is not re- 
placed by a regrowth, but the breach is chiefly repaired 
by a drawing together of the surrounding parts, borrow- 
ing as it were from the abundance of skin in the neighbour- 
hood to close the gap which has been occasioned by the 
injury. The wound is thus greatly reduced in size, and 
jbbast which yet remains open, la lep^^^ V3 \}aa ^<5i'^^lo\5- 
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ment of a cicatricial tissue, which closely resembles the 
true skin, but differs from it in its want of elasticity, 
softness, and vitality. 

If the wound be in the vicinity of the orbit, the con- 
traction which accompanies the healing process draws 
upon the tarsal edge of the lid, and gradually everts it. 
This contraction of the neighbouring skin towards the 
seat of the injury is not confined to the actual period of 
cicatrization, but continues for many months afterwards, 
increasing the extent of the ectropion, whilst it diminishes 
the size of the cicatrix. 

When the ectropion is caused by an abscess near the 
margin of the orbit, very little if any of the skin may 
have been involved in the suppuration. The ectropion 
is then dependent on a portion of the cellular tissue 
having been destroyed by sloughing, and the skin be- 
coming drawn and adherent to the parts beneath, in- 
stead of gliding smoothly over them. With the contrac- 
tion of the skin towards the cicatrix of the subjacent 
cellular tissue, a pull is exerted upon the eyelid, which 
will first draw down its tarsal edge, and then gradually 
evert it. 

Two forms of ectropion may bo recognised, either of 
which may be produced by the same cause, the difference 
being only in degree. 

1. Where there is a paHial e version of the eyelid, with 
a thickened and fungoid condition of the conjunctiva. 

2. Where the eyelid is entirely everted, its conjunctival 
surface being completely exposed. 

The first form is most frequently caused by the cicatri- 
zation of a wound in the neighbourhood of the eyelids ; 
whilst the second is generally the result of an absolute 
destruction of a portion or the whole of the skin of the 
lid itself. 

Treatment of Ectropion. — I will first describe the 
changes which an ectropion produces in the relative posi- 
tion of the different parts of the eyelid, and then consider 
the mode of treatment applicable to each. 1. The eyelid 
is more or less everted. 2. As a consequence of the e ver- 
sion, the punctum lachrymale is displaced : it is drawn 
away from the globe, so that it cannot act as a conduit 
for the tears. 3. The tarsal edge of the lid is more or less 
elongated, according to the extent of the eversion. 4. In 
many cases the exposed con^uiic>ti^^ ^a \sNp^Rs^^'s^$«^s^ 
and thickened. 
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In a mild case of ectropion these defects iivill be only 
slightly marked, and possiblj one or other of them may 
be absent : but when there is a great eversion of the lidf, 
they will probably be all present and distinctly seen. In 
treating of each of these defects, I will take them in the 
order in which it would be wise to proceed in an opera- 
tion for their relief. 

1. If the punctum lachrymale be displaced, and 
drawn away from the globe, the canaliculus should be slit 
up so as to convert it mto a canal along which the tears 
may flow into the sac. This is readily accomplished by 
one of the methods recommended at page 322. 

2. If the exposed conjunctiva is much thick- 
ened and hypertrophied, the prominent excresceut- 
looking portion should be excised. This is most easily 
done by seizing hold of the piece of conjunctiva which is 
to be removed, with a pair of fine- toothed forceps, and 
cutting it off with a pair of small scissors curved on the 
flat. The contraction which accompanies the cicatrization 
of the conjunctiva draws the edge of thejeyelid inwards, and 
helps very materially to restore it to its natural position. 

3. If the tarsal edge of the lid is elongated, it 
must be shortened before the lid can be restored to its 
proper position. This lengthening of the tarsal margin 
IS due to the constant pull which has been exerted upon 
it during the contraction and cicatrization of the wound 
which have caused the ectropion. To remedy this defect 
a V-shaped piece of the edge of the lid (as in Fig. 73) may 
be excised with a fine scalpel. The lips of the wound are 
then to be brought together with fine pins and twisted 
sutures, taking care that one of the needles is inserted 
close to the tarsal edge (as in fig. 74), so that an accurate 
apposition of the corresponding surfaces is secured. A 
portion of the tarsal margin may thus be removed from 
any part of its length ; but in most cases it is advisable 
to make the excision from the extreme end close to the 
outer canthus. The edges of the wound are brought more 
easily and accurately together than when the part excised 
is near the centre of the lid, and the scar which is left is 
much less noticeable. 

4. To relieve the eversion of the eyelid many 

operations have been suggested and practised. The 

following is a brief account of some of the operations for 

ectropion, and the conditions xx^ou -^laidh they may be 

performed : — 
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□. Where there ia complete or partial eTersion 
dependent on a cicatrix at a short distance ftrom 

the lid.^For convenience of description, I will deal with 
a case in wtioh the lower lid is the one affected : the flame 
plan of treatment, modified aa(M>rdLng to circnia stances, 
will be apphoahle to ectropion of the upper lid. If the 
ectropion i» partial, and due to a email cicatrix which is 
only adherent to a veiy limited area of the collalar tieaue 
heneath it, while around the scar the skin will glide easilj 
over the subjacent tUauea, it will be sufficient first to free 
the deep adhesions of the oicatrii by snbcutaneonB 
division. A tenotomy knife is to be introduced heneath 
the integument, at a short distance from the scar, and by 



Fio. 73. 



FlQ. 74. 




a few aemicircnlar sweeps the anion between it and the 
cellular tisaue will bo parted. If this is satisfactorily 
accomplished, the skin wiU glide with freedom over the 
parts to which it weis before adherent. The tarsal edge 
of the lid should now be shortened in the manner already 
described; and if the exposed coninnctiva is much thick- 
ened, a portion of it also should be excised. Bj these 
means the lid will be restored to its normal position, and 
as the scar will be lifted from its original site, the chance 
of its reuniting to the parts from which it has been severed 
will bo diminished. In the daily dressing of the wonnds, 
the lids should be well supported with a pad of lint, to 
prevent the cicatrix being agEuudiamn.dfinro.'^'^^iA^S'fsc 
poeifioii. 
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/}. If the ectropion is severe, and the cicatrix which hae 
caused it is dense and firmlj attached to the aobjacent 
parts, a different proceeding must be adopted. One Terv 
excellent mode of treatment in hj inclndiag in a V-shaped 
incision the cicatrix, which is to be separated by a few 
strokes of the scalpel from all its adhesions to the under- 
lying psrts, as is well shown in Fig, 75, 

Tne triangular- shaped piece of skin in which the cica- 
trix is included is then to oe pushed upwards, whilst the 
lower edges of the V woand are nnited by two pins and 
twisted sutures, in the situation marked by the dotted 
lines in the woodcnt, so as to convert the V, when the 
parts are hronght together, into a Y. The everted lid will 




thus be raised ; bnt in order to keep it in position, its 
tarsal edge should be shortened at the outer canthus, 
removing at the same time a small piece of the mai^n o 
the upper lid, to which the lower one should be nnited bj 



pins and twisted sutares. If the conjunctivE 
thickened, a portion of it may b ■ ■ ■ ■ 



. ., le excised before shorten- 
ing the lid. 

Fig. 76 shows the appearance the eye will present aftei 
the operation is completed. 

The following operation was the one recommended and 
performed by Dieffenbach for tie relief of ectropion of 
the lower lid, which had been, caused by a cicatrix at a, 
phoft distfuicf! b?n?atii it;— "5.0 4iA QiwiwJw&.'s^'OQ* 
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cicatrix by includinc; it in a triangnlar incision (Fig. 77), 
the base of wliicb corresponded with the tarsal margin of 
the lid. Having removed this triangular flap of skin, he 
then extended the cut cc to ca, ca, to allow of the ready 
approximation of the sides h, h ; which, having been first 
raised from the subjacent parts by a few strcies of the 
scalpel, he brought together and united by sutures, as in 
Fig. 78. The two lateral incisions ca, ca, he then fastened 
by sutures to the integument beneath the lower lid in the 
Ime c, c. Fig. 78 represents the appearance after the 
operation was completed.* 



Fig. 77, 



Fig. 78. 





In most of the operations for the relief of ectropion the 
chance of success will be materially increased by adopt ing 
the expedient, first suggested and practised by Sir W. 
Bowman,f of temporarily uniting a portion of the corre- 
sponding tarsal edges of the upper and lower lids. This is 
to be accomph'shed by paring tne thinnest possible shaviug 
from the opposed tarsal margins, aud then fastening 
them together with a single fine suture. Immediate union 
generally follows, and the lids are allowed to remain closed 
for some weeks or months, until, indeed, all the contrac- 
tion and cicatrization consequent on the operation for the 
ectropion have passed away. When it is desirable to part 
the lids, the bond of union mav be divided on a director 
with a single stroke of a scalpel. 



* Eoviow of Zois's Handbuch der plastischon Chimrgie, British 
and Foreign Medical Review, vol. vii. p. 406, from which the wood- 
cuts have been copied. 

f Eoyal London OphthalmioHoB^\\»X"E«^"t\A^^^'T2u^-'^- 
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y. In those cases where much of the integument 
of the eyelid has been destroyed, and complete 
eversion of it has followed, it is seldom that the lid can 
be permanently restored to its natural position without 
some plastic operation. After the lid has been dissected 
from the adhesions which bind it down, and has been re- 
placed over the eye, a large granulating surface will be 
left, which, unless covered over by new skm borrowed from 
a neighbouring part, will cause during cicatrization a 
return of the ectropion. 

I will not attempt to describe the different operations 
which have been either suggested or performed for the 
making of a new ejelid. Each case presents peculiarities 
of its own, for which no special directions can be given. 
The result of the operation depends very much on the 
ingenuity of the surgeon in designing one fitted for the 
case, and on his dexterity in carrying out neatly the de- 
tails which his mind has conceived. 

A few general directions may, however, be useful. If 
the ectropion be of the upper lid, it is generally most 
convenient to borrow the skin from the side of the fore- 
head ; but when the lower lid is the one affected, it may 
be most easily obtained from either the side of the cheek 
or the inner side of the nose. 

1 . Before attempting a plastic operation for the forma- 
tion of a new eyelid, sufficient time should be allowed to 
elapse after the injury for the skin in the neighbourhood 
of the eye to have recovered as far as possible its healthy 
elasticity and softness. All thickening and induration 
of the subjacent cellular tissue should have passed 
away, and the skin should glide readily over the parts 
beneath it. 

2. After having by dissection restored the lid to its 
proper position, the size of the surface to be covered with 
the borrowed skin should be accurately noted ; and the 
piece which has to be taken from the temple, or elsewhere, 
should be of larger dimensions than is apparently required, 
as the skin contracts about one-sixth when detached from 
the part it originally occupied. It must also be remem- 
bered that even if it is a little too large, a further con- 
traction of it will take place during the healing process, 
which will reduce it to its required size. 

3. Great care should be taken to leave a good pedicle 
through which the 'vaacnVai au^^V^ oi tha new lid may be 

inaintained until it liaa \)Q(iomft \XDi\»^^ "«^50cL *Oasi. ^^asevs^ 
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beneatli it> and a fresh source of nourisHmeDt has been 
establishod. It is also advisable, in adapting the skin to 
the lid, to avoid twisting the pedicle on itseli more than 
is absolutely necessary. 

4. Before uniting the edges of the new lid to the sur- 
rounding skin, all bleeding should be arrested. Nothing 
tends more to delay primary union than a clot of blood 
between the opposed surfaces. 

In nearly all cases where a plastic operation is required, 
it will be well to shorten the tarsal margin of the lid in 
the manner already described, so as to slightly diminish 
the size of the palpebral aperture. 

If the exposed portion of the conjunctiva is much 
thickened and granular, a portion of it also should be 
removed with a pair of curved scissors. 

Having completed the operation, a layer of wet lint 
should be laid over the lids, upon which a light com- 
press of cotton wool should be fastened with one or two 
turns of a roller, for the purpose of keeping the parts 
in apposition and of maintaming a certain amount of 
warmth. 

When the ectropion is due to an extensive destruction 
of the skin of the lid and the surrounding integument, 
so that there is only tight cicatricial tissue around the 
orbit, I have succeeded in making a new eyelid with a 
piece of skin taken from the arm. My first case, of which 
the following is an abstract, is reported in the Transactions 
of the Clinical Society, 1871, vol. iv. p. 51 : — 

" On October 15, 1870, I dissected down the lid from its attach- 
ments, and in order to keep it in position, I adopted a plan first sug- 
gested by Sir W. Bowman, and pared at two points the correspond- 
ing tarsal margins of the lids, and united them by two fine sutures, 
and thus obtained a fixed level surface upon which to transplant 
some new skin as soon as the granulations were ready to receive it." 

"October 18. — As the whole of the upper eyelid presented a 
healthy granulating surface, and the tarsal margins were firmly 
united, I transplanted a portion of skin of the size of a silver three- 
penny-piece, which I removed with a pair of scissors from the 
inner side of the arm, and placed it on the nasal side of the lid, as 
at that spot the granulations looked most vascular and healthy. A 
piece of transparent isinglass plaster was laid across the lid to keep 
the piece of skin in sittt, and over this a fold of lint with a compress 
of cotton wool was placed, and the whole was kept in position by a 
Liebreich's bandage, which was drawn firmly across both eyes. 
Before fastening the bandage, a compress of cotton wool on lint was 
also applied over the sound eye, as it was essential that both eyea 
should be excluded from light, in oidoT \.o "^x^NevvX. ws:^ $s«Jv:«5>jft»RR^ 
of tho lid on which the new Bkm \i'8A\»^xi ^liXa^v^^^-vsw "^iosi^ 
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constant rolling of the globes which goes on when one eye is 
allowed to remain open, and be used by tiie patient." 

" On October 29, tne whole of the raw surfaces were completely 
skinned over." 

In my second case, I transplanted a larger portion of 
skin, and succeeded in obtaining a favourable result. 

The following is from the report in tbe Lancet, 
January 7, 1882 :— 

" H. E , aged fifty-one, an engine-driver, was admitted into the 

hospital on November 25, 1881, on account of a severe ectropion of 
the right upper eyelid. His history was as follows : — ^Whilst at 
work driving an engine at a chemical manufactory, some chemicals 
near him exploded, and the liquor was blown over the right side of 
the face, including the temple, brow, and upper eyelid. He was 
taken to the Poplar Hospital and placed under the care of 
Mr. Brownfield. Much of the burnt skin sloughed and a large 
granulating surface was left. The healing of the wound was 
facilitated by grafts of skin placed on it whilst in the hospital. 

On admission into Moorfields Hospital, there was a severe 
ectropion of the right upper eyelid caused by dense cicatrices. The 
tarsal edge of the upper eyelid was adherent to a line just below 
the eyebrow, so that the whole eyelid was completely everted. 
The cicatrices extended round the temple and brow, so that no 
healthy skin could be obtained with which to make a new eyelid. 
An incision was made just above the tarsal edge, and the eyelid 
dissected from its adhesions was made to fall over the eye. The 
tarsal edges of the upper and lower eyelid were then united at two 
points, and an oval-shaped piece of skin half an inch long, and a 
quarter of an inch wide, was cut from the inner side of the forearm, 
and laid upon the raw surface, and fastened in position by two fine 
sutures to the upper edge of the wound. The parts were then 
covered with a piece of Imt smeared with vaseline and a compress 
of cotton-wool with a bandage applied to keep the whole in sUti. 
The patient progressed favourably ; the cuticle desquamated from 
the new skin, which, however, retained its vitality, and completely 
united to the tissue oeneath it. On December 23,the patient was 
dischai^ed from the hospital, well pleased with the result*' 



PARALYTIC AND SPASMODIC AFFECTIONS OF 

THE EYELIDS. 

PTOSIS, or a drooping of the upper eyelid over tbe 
eye, may be due — 

a. To paralysis of tbe tbird nerve, or to tbat branch of 
it which supplies the levator palpebraa muscle. 

/3. To injury of the levator palpebres. 

y. It may be congenital. 

i Partial ptosis may "be occmoiisiiStS TasN.-^SiOa.^va. ^\ 
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people, apparently dependent on a redundancy of wrinkled 
mtegnmetit. 

Ptosis may be either complete or patiial. In the former 
the greater part of the cornea and the whole of the pupil 
is covered by the lid, which cannot be raised by the will 
of the patient ; in the latter the pupil is only partially 
hidden, and the lid can be slightly uplifted by a strong 
effort. 

The causes which may produce paralysis of the third 
nerve, or of one or more of its branches, have been already 
mentioned in the Section on Paralytic ArrECTiONS op the 
Muscles of tub Eye, page 292. 

Ptosis from injury may be induced by a wound of the 
upper lid, lacerating the levator palpebrae muscle so as to 
impair its function. 

Treatment. — In recent cases of ptosis arising from 
paralysis of the third nerve, or of the filament of it which 
goes to the levator palpebrsB, the course of treatment 
recommended for paralytic affections of the ocular muscles 
(page 298) must be followed. If, however, medicinal 
agents fail, relief must be sought from some operative 
proceeding. For congenital and traumatic ptosis, mtemal 
medicines will be of no avail. 

In deciding on an operation for ptosis, it is a question 
what amount of drooping of the lid will render surgical 
interference advisable. My own feeling is, that if the 
paralysis is partial, and without any effort on the part of 
the patient half the pupil is exposed, no operation should 
be performed. If, however, the palsy is complete, or only 
a portion of the pupil can be uncovered by a great effort, 
an attempt should be made to permanently raise the lid, 
and place it as much as possible under the control of the 
occipito-frontalis muscle. 

The various operations for ptosis are based on the one 
endeavour to place the upper ud under the action of those 
fibi;es of the occipito-frontalis which are mingled with the 
orbicularis. This end may be accomplished in several 
ways. The following is, however, the most satisfactory 
operation : — 

A horizontal incision is first made through the skin of 
the upper lid about 2'" from its tarsal margin and along 
its entire length ; the lips of the wound are then separated 
by .drawing tnem apart and bv a little dissection beneath 
the integument, until a considerable portion of the orbi- 
cularis covering the lid Ib ex^o^^^\ \JjiSa Ss^ ^'sa. ^'sas^ 
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with a pair of forceps, and a horizontal strip of the muscle 
about a quarter of an inch in width is excised. The edges 
of the wound are then brought together with three 
sutures, each of which is made to pass through the upper 
cut portion of the orbicularis. In this manner the lower 
part of the lid is brought under cover of the upper fibres 
of the orbicularis, into which the middle and outer fibres 
of the occipito-frontalis are inserted, and thtis a certain 
amount of control over the upper lid is given to that 
muscle. In addition to this, the power of closing the 
lids is diminished by the excision of the broad band of the 
orbicularis. 

An attempt to relieve ptosis by simply excising a piece 
of the skin of the upper lid is generally unsuccessful. 

PABALYSIS OF THE OBBICULABIS MUSCLE— 

LagopMhalmos — is caused by paralysis of the portio duiti 
of the seventh nerve, and is usually associated with paJsy 
of the other facial muscles. It is ^enerall^ due to some 
local affection of the portio dura, either as it traverses the 
bony canal in its passage from within the skull, or after 
it has emerged from the stylo-mastoid foramen. It may 
also arise from disease of the brain, as in cases of 
hemiplegia. According to Dr. Trousseau, it is when the 
facial palsy is dependent on local causes, and not on brain 
disease, that the paralysis of the orbicularis is most 
complete. The knowledge of this fact is used by him as 
a point in diagnosis ; " hence," he says, " if a hemiplegic 
patient be asked to shut his eye, he does it completely 
enough to hide the globe of the eye, whilst the eyeball 
remams uncovered in cases of paralysis of the seventh 
pair."* 

The diseases which lead to the paralysis of the portio 
dura of the seventh nerve are sypnilis, rheumatism, and 
gout, either of which may cause pressure on the trunk of 
the nerve from an exudation in its immediate vicinity, or 
from an inflammatory thickening of the nerve-sheath. 
Palsy of the facial may also be induced by the nerve being 
compressed by tumours near the angle of the jaw, by ex- 
posure of the side of the face to cold currents of air, and 
from injury. 

The symptoms of palsy of the orbicularis are, an 

* Troussean^s Clinical Me^cine^ troaslated by the Sydenham 
Bociety^ vol. i. p. 3. 
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inability to close the eyelids, and, in exceptional cases, 
where the paralysis is complete, the patient has not the 
power even to approximate them. A peculiar stare is 
thus given to the eye, from which the affection has re- 
ceived the name of lagophthalmos, or " hare's eye." The 
lower lid having lost the support of the orbicularis, falls 
away from the globe, and the punctum becoming everted 
the tears flow over the cheek, and the tarsal margins are 
apt to become excoriated. The most distressing symptoms, 
however, from a loss of power of the orbicularis arise from 
the exposure of the eye, from the imperfect closure of its 
lids, to the contact of foreign particles, and the irritating 
effects of wind and glare. 

The treatment of palsy of the orbicularis is the same 
as that described for the paralytic affections of the ocular 
muscles (see pa^e 298). When, however, the paralysis of 
the facial nerve is due to some local cause, as the presence 
of a tumour, or an enlarged gland near the exit of the 
nerve from the stylo-mastoid foramen, special attention 
must be devoted to its removal. 

To protect the eye from exposure, the lids may be kept 
closed by two strips of plaster placed across their tarsal 
edges : or a shade, or some other light covering, may be 
worn by the patient. The most efficient mode, however, 
of preserving the eye in cases of palsy of the orbicularis is 
to temporarily unite the margins of the hds at one or two 
points, after the manner first practised by Sir W. Bowman 
in his operations for ectropion. (See Article Ectropion, 
page 346). In a patient with complete paralysis of the 
orbicularis, whose eye was inflamed from exposure, I 
adopted this treatment, and kept the lids closed for two 
months, when the orbicularis having recovered power, I 
divided the bands of adhesion, and set the lids again at 
liberty.* By this simple proceeding, the eye was 
effectually preserved from all irritation, and the in- 
flammation for which the patient came under my care, 
rapidly subsided. 

BLEPHABOSPASM, or spasmodic contraction of the 
orbicularis, causing the lids to be tightly grasped upon 
the globe, occurs in all affections of the eye in which 
photophobia is a prominent symptom. It is caased by 
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some irritation of the £fth nerve, inducing a reflex con- 
traction of the orbicularis. 

a. It is met with in severe cases of the purulent oph- 
thalmia of infants ; and in most of the diseases of the 
cornea, especially those which are marked by ulceration. 
The continued spasm will sometimes cause entropion, \yf 
folding in the tarsal margins of the lids. This spasmodic 
entropion generally happens to the lower lid. 

/3. It frequently occurs in granular ophthalmia, when 
from spasm of the orbicularis it is often difficult to evert 
the lids to treat the granulations. 

y. It may accompany the simple hyperassthesia of the 
retina, which is occasionally seen in anaBmia and debility. 

d. It is present in most cases of lodgment of foreign 
bodies in the eye. 

€. It may also be associated with neuralgia of the fifth 
nerve, especially of its supra-orbital branch. 

The treatment must consist in the endeavour to 
arrest the spasm by the removal of the source of the 
irritation. When a foreign body is suspected, the lids 
should be carefully everted, and the surface of the cornea 
scanned over, as if a particle of grit or dust can bo 
detected, the taking it away will at once remove all 
spasm. 

For the mode of dealing with the various affections of 
the cornea, or with granulations of the lid, the reader 
must refer to the sections under their respective headings. 
In spasm of the orbicularis arising from ansamia and 
debility, cinchona with small doses of the tincture of bella- 
donna will be found very useful, or some of the prepara- 
tions of iron may be ordered. The eyes in all cases should 
be protected from exposure to glare by dark neutral-tint 
glasses, and if the intolerance of light is severe, a few 
drops of the solution of atropine (F. 15) may be dropped 
twice or three times a day into the eye. 

When the blepharospasm is associated with neuralgia 
of one of the branches of the fifth nerve, quinine should be 
given in full doses, and the pain be relieved by the sub- 
cutaneous injection of from gr. ^ to gr. ^ of the acetate of 
morphia (F. 30), according to the age and suffering of the 
patient. If pressure with the finger on the infra- and 
supra-orbital branches of the*fifbh nerve will decide which 
of the two is the cause of the reflex spasm of the orbicularis, 
that nerve may be subcutaneously divided with a tenotomy 
kni£o. 
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NICTITATION, or a frequent blinking of the lids, is a 
peculiar nervous affection, in some patients quite involun* 
tary, and in others only to be suppressed by a strong 
effort of the will. It is sometimes associated with chorea ; 
it then becomes most manifest when the patient is self- 
conscious. In extreme cases the nictitation may be so 
frequent and beyond the control of the will, as to inter- 
fere with all duties which require a close application of 
the eyes. 

Treatment. — If any source of irritation can be detected 
to account for this reflex action of the orbicularis, it must 
be at once removed. Inquiry should be made concerning 
the functions of the visceral organs, and means be taken 
to rectify any derangement. If there be chorea, the succus 
conii may be tried in doses from half a drachm to three 
drachms twice a day, to be increased according to the age 
of the patient. During the administration of the drug 
its effects must be watched carefully. 



ULCERATIONS OF THE EYELIDS.. 

S7PHILITIC XJLCEItS OF THE LID are generally" 
secondary ; it is rare to meet with the primai'y sore iiv 
this locality. I have, however, seen a chancre on the eye- 
lid ; it was in a child under two years of age, and was 
followed by a copious secondary eruption. No doubt the 
virus was conveyed to the lid through the finger of the 
mother or the nurse of the child. 

Secondary syphilitic sores on the lid resemble very 
much in appearance epithelial ulcers, for which they may 
be easily mistaken. They usually commence close to the 
tarsal margin, which they partially destroy , leaving a notch 
which is very characteristic of the disease. The ulcer will 
often heal at the point where it first commenced, whilst at 
the same time it extends itself in the opposite direction. 
In this respect it differs from the rodent or epithelial sore, 
in which there is no real repair of any portion of the ulce- 
rated surface. The previous history of the patient, when 
it can be truthfully obtained, is also an important guide in 
the diagnosis ; but in cases of doubt a week or ten days' 
treatment with anti-syphilitic remedies will usually decide 
the true origin of the disease. 

Treatment. — As an application to the sore> a. ^e^aiL 
mercurial ointment (F. 129,\^QV \Ti\«rwBi^l^'sv.Tssc^^ 
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with iodide of potassium (F. 91) ; and pil. hydrarg. sub- 
chlorid. comp. gr. 5 every other night ; or the liq. hydrarg. 
perchlorid. (F. 101) may be given two or three times 
daily ; or the iodide of potassium and perchloride of mer« 
cnry may be combined in the same mixture. If the patient 
be a child, the hydrarg, cum cretib (F. 151) must be given 
every night, or night and morning, and during the dajr 
•mall doses of the mist, ferri iodia. or the mist, potassii 
iodidi cum ferro (F. 142, 143). 

BODENT CAKCEB OF THE EYELID generally 
conmiences as a small pimple in the skin, near the tarsal 
edge, which ulcerates and then scabs over, but does not 
heal. The granulations of the ulcer are small, the secretion 
from it is slight, and there is no fetor. It usually gives 
little or no pain ; indeed the attention of the patient is 
often called to it for the first time only by a sense of 
itching, which causes him to scratch it with one of his 
finger nails ; and to this scratch is frequently attributed 
the after-progress of the disease. Examined between the 
fingers, tne ulcerated surface will be found to have a 
hard base and margin. It is not simply an ulcer, but it 
is a new growth or infiltration in the skin, which induces 
ulceration of the surface as fast as the deposit takes place. 
In its onward slow creeping progress more skin is involved, 
and the dimensions of the ulcer are increased ; but repair 
does not follow destruction ; there is no true cicatrization 
in rodent cancer, although here and there parts of the 
wound may be imperfectly scabbed over: 

Eodent cancer does not affect lymphatic glands, and it 
generally attacks the parts of the face above the mouth. 
The disease is closely allied to epithelioma, into which, if 
left, I have seen it converted. I cannot say whether this 
change is due to a mere progress of the disease, or whether 
it is that^ rodent cancer is peculiarly apt to have super- 
added to it the characters of epithelioma after the same 
manner that old standing ulcers, unhealed wounds, or 
scars, become epitheliomatous. For the treatment of 
rodent cancer, and the diagnosis between it and epithe- 
lioma, see the next section. 

EPITHELIOMA OE THE EYELID — Epithelial 

Cancer — ^is rare as a primary affection, but it is occa* 

BionaHy developed from a rodent cancer in this locality. 

Zq the early stoges, epit\Ld\oiEAT^^Tc^^ic^<^^^<«ai^^^ 



EPITHELIOMA OP THE BYEIJD. 8GG 

but in tlta later periods of the disease there is a marked 
diatinction beti^eeQ them. Epithelioma invades the 
lymphatioa, and involves the neighbouring glands, which 
snbseqnentlv inQame, contract adhesions to the skin and 
ulcerate, whilst in rodent cancer the glandJa exe not 
affected. 




Kg. 79. rep^MutB a primiry epitheliom* of tlie eyelid 
in a, mui at. Blity-five Tha otse is reported in the Boytl 
Londua Ophthiuimc HospitU Beporte, vol z. p 200. 



The points of difference between rodent cancer and 
epithelioma are ;^ 

Bodent cancer does not aSect lymphatic glands, whilst 
epithelioma does, and often at an earlj stage of the 
disease. 

Bodent cancer is a mther dry nlceratiou with only little 
secretion and no fetor, and the graniilations are sruUL 
In epithelioma the secretion from the ulcerated surface is 
abundant and fetid, and the granulations large, exuberant, 
and often in bosses. 

Rodent cancer is usually confined to the npper part of 
the fiice, and starts alwaye in the skin, vrhilst epithelioma, 
although it has a preference for certain localities, as 
where skin joins mucous membrane, may under certain 
conditions attack any part of the body where there is 
epithelium. 

The points of resemblance between rodent cancer and 
epithelioma are : — 

Both rodent cancer and epithelioma are new (^nths, 
composed mainly of epithetiu c«Ua \ utA*^ '&&'« ig^ts^i^ 
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is the only part involved in the nlceration. As the growth 
increases and inclndes more of the skin and deeper tissues, 
so the ulceration continues to extend ; but the ulceration 
does not go beyond the new deposit. 

Treatment of Epithelioma and Bodent Cancer. 
— ^Excise the whole of the disease, carrying the incision 
into the sound skin, so as to be certain that none of 
the morbid growth is left behind. Arrest all haemorrhage 
by means of ligature, and if necessarv with the actual 
cautery ; and then thoroughly soak the surface with a 
solution of chloride of zinc gr. 40 ad aquae 51, or touch 
it over with the solid chloride of zinc. A little simple 
dressing is now to be placed over the wound, which should 
be allowed to heal by granulation. If in the course of 
cicatrization any suspicious-looking granulations spring 
up, they must be at once destroyed by sprinkling on them 
a little of the chloride of zinc powder (F. 8), or by 
applying the chloride of zinc paste (F. 7) spread on fine 
Imt or Imen. There are other ways of dealing with rodent 
and epithelial cancer, such as destroying them with the 
strong nitric acid, or with the Hq. hydrarg. nitrat. acid, or 
with the chloride of zinc ; but I much prefer first excising 
the disease, and then using the ohlonde of zinc in the 
way I have described. 

TUMOURS OF THE EYELIDS. 

TABSAIi CYSTS — Meibomian cysts — Chalazion — 
usually occur as small isolated tumours in the upper 
and lower -eyelids. There may be two or three of them 
in the same lid, but thev are independent growths, and 
in no way connected. They generally grow to about the 
size of a small pea, but they will occasionally attain much 
larger dimensions. They are developed from the follicles 
of the Meibomian glands, of which they seem to be a 
morbid expansion. To the finger they feel like small shot 
in the lid ; and externally they give a nodulated appear- 
ance, which makes the patient anxious to be rid of them. 
They vary in consistence, aad in the character of their 
contents ; in some instances they are filled with a solid 
or thick gelatinous material ; whilst in other cases their 
contents are either a transparent or semi-opaque curdy 
^uid, or, if the cyst has been inflamed, pus. When first 
noticed, a tarsal cyst ia M&MalLy small and firm ; as it 
growB it approachea tbe Vxm&t «x\xl^<^^ qI 'Ocl<^\A^^<;i^<^tl 



N^VUS OV THE EYELID. W7 

tents undergo degenerative softening, and the conjunctiva 
immediately covering the tumour b^mes thinned and of 
a bluish colour. In this state the cyst may remain for 
many months or even years without any apparent change* 
when from some unexplained cause it may inflame and 
suppurate. 

Treatment. — ^The best time for operating on a tarsal 
cyst is when the conjunctiva covering it looks thin and 
bluish, as its contents are then more easily turned out 
than at an earlier stage of the disease. The surffeon 
standing behind the head of the patient, who is seated on 
a chair, should with, one finder evert the lid, and with a 
cataract knife make an incision through the length of the 
conjunctival wall of the cyst in a line parallel with the 
tarsal margin ; if the tumour is large, another smaller 
incision may be also made through it at right angles to 
the first. With a fine scoop the whole of the contents of 
the cyst are then to be evacuated, and this is best done 
by giving to the scoop a slight rotatory movement, which 
helps to break up tne material within the cyst, whilst 
it also scratches the lining membrane, and sets up sufficient 
inflammatory action to cause the obliteration of the sac. 
For two or three days succeeding the operation, a probe 
should be passed along the line of the incision, to prevent 
the lips of the wound uniting before the cavity is closed. 
When the contents of the cyst are so solid that the whole 
cannot be shelled out, it is a good plan to apply to the 
interior of the sac a probe charged with nitrate of silver ; 
free suppurative action will be thus induced, and in all 
probability a cure will be effected. 

In small tarsal cysts which have a feeling of soliditvlike 
small shot, and especially when they occur in the lower 
eyelid, the method suggested by the late Mr. Oritehett is 
very useful. The lid being everted, a fine cataract needle 
is made te transfix the cyst in a line with the tarsal 
margin, and the piece thus pierced by the needle is excised 
with a cataract knife. 

The contents of the cyst are then turned out as far as 
possible with the scoop. No attempt should ever be made 
to dissect out a tarsal cyst by an incision through the 
skin of the lids. 

NiEVTTS OF THE ETELIB may be limited to the 
skin, or it may include the whole thickneaa ottX^A^^^^sci^ 
extend through thQ paLpebiaH c«al^A^^2|^. ^Qa^^^«as^s»'^^2^ 
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an extension of a eimilar but larger growth withiii the 
orbit, with which it freely commnnicates. 

Treatment. — In treating naBvi of the lid it is of great 
importance to avoid destruction of healthy skin, lest a bad 
ectropion should follow the means adopted for the cure of 
the disease. A small superficial arterial nsBvus may be 
often dissected out ; or it may be destroyed by the actual 
cautery, using the finely pointed cautery made specially 
for eye purposes, with which the nsevus may be touched 
at two or three points. Where the growth extends more 
deeply, one or two threads soaked in a strong solution of 
the perchloride of iron may be drawn through it, and be 
allowed to remain until suppuration has commenced, 
when they should be removed. 

Another very efficient way of treating a navus of the 
lid is by electrolvsis. From seven to ten cells of the con- 
tinued current battery will be sufficient. The positive 
needle is to be introduced into the substance of the nasvus 
at one extremity and the negative at the other, and held 
in position until a visible change has begun to take place 
in the ncevoid; tissue, which is indicated by a change of 
colour. If the noBvus be large, the points of the needles 
may be shifted to other parts of the growth at the same 
sitting. Two or more applications at intervals of from 
one to three weeks may be necessary to completely 
obliterate the nsvus. 

When the naevus is too large to be dealt with in either 
of the ways mentioned, it must be ligatured. The plan 
recommended by some surgeons of injecting naavi with 
solutions of iron or of tannin is dangerous to life, and 
should not be practised. There are several cases on record 
where this mode of treatment has terminated rapidly in 
death. 

SEBACEOXJS OB DEBMOID CYSTS occnr usually 
in two localities — at the upper and outer margin, and at 
the lower and inner edge of the orbit, just over the nasal 
process of the superior maxillary bone. They are con- 
genital, and although they often appear to the touch to 
be superficial and loosely attached, they are in realitgr 
placed deeply, lying in a depression of the bone, beneaui 
the orbicularis, and verjr adherent to the surrounding 
parts. They are filled with sebaceous matter and contain 
numerous fine haars. 
~ Treatment. — They dioTiiii\>^ ^«ft<:XA^ QT3!^H^t^-<^^g&.^ 
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single incision, made over the centre of the proniinenoo 
of the tumour, and in a line corresponding with the 
curves of the brow or the orbit. Care should be taken 
to remove the whole of the cyst, as when portions of it 
are left it will sometimes re-form. The operauon, although 
apparently very slight, is one which often requires con- 
siderable neatness and dexterity. In removing the cyst 
at the lower and inner angle of the orbit, much trouble is 
frequently experienced from the angalar artery or the 
frontal branch of the ophthalmic being divided, and the 
consequent brisk haemorrhage which follows. It is 
seldom that a ligature is required, pressure with the 
finger for a few minutes will usually suffice to stop all 
the bleeding. 

XANTHELASMA PAIiPEBBABTTU, called also by 
the late Dr. Addison and Sir William GuU* Vitiliaoidea 
plana. This affection consists of buff or yellow-coloured 
patches of the skin, which are most frequently seen on 
the eyelids near their inner angles. These markings are 
often placed symmetrically on each side of the face, either 
above or below the inner canthi, and I have met them in 
a few instances on the upper and lower eyelids of both 
eyes. The patients who are thus affected are nearly 
always beyond the middle age, and mostly females, never 
children. Mr. Hutchinson says that these xanthelas- 
mic patches invariably begin on the left side near the 
inner canthus. He thinks that that they are evidences 
of past rather than of coming disease, and are most 
liable to occur in those who have suffered from severe 
and frequent sick headaches. The late Dr. Addison be- 
lieved that they were associated with disease of the liver. 

Prognosis. — These yellow patches on the eyelids are 
perfectly harmless. They may increase in size and in 
number, but I have never known them produce discom- 
fort, or in any way interfere with the free movement of 
the lids. When, however, these discolorations of the 
skin are of large size, they are very unsightly, and on 
this account they frequently become the source of much 
mental anxiety. 

Treatment. — "No local application, nor internal ad- 
ministration of medicine will aiminish or eliminate these 
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buff or yellow-coloured effusions. As a rule it is best to 
leave them alone. In severe cases or wben the yellow 
patches cause annoyance from the disfigurement they 
produce I excise them. I have treated several cases in 
this manner, and the patients have been well pleased 
with the results. 

EPICAKTHTTS. — This term is applied to a crescentio 
fold of skin, which slightly overlaps the inner canthus of 
each eye. By increasmg the breadth of the integument 
between the eves a peculiar Chinese expression is given 
to the face, which is sometimes distasteiul to the patient 
or his relatives. Epicanthus is congenital, and usually 
decreases as the child grows and the bridge of the nose 
is developed. It is seldom that it interferes with sight. 
, Treatment. — It is only in extreme epicanthus that 
any operative proceedings should be adopted. In such 
cases a vertical ellipse of skin may be excised from the 
centre of the space between the eyes, and the edges of 
the wound united with sutures. In this way the cres- 
centio folds of integument will be unravelled, and the 
canthus of each eye exposed. 

INJURIES OF THE EYELIDS. 

ECCH7M0SIS OF THE EYELIDS, or, as it is com- 
monly called, " a black eye," is an effusion of blood into 
the cellular tissue of the lids and of the parts surround- 
ing them. It may be limited to one or both eyelids, or 
it may extend to the ceUular tissue of the face around 
the orbit. The blood is generally absorbed in the course 
of a week or ten days, during which time the discolora- 
tion gradually fades away, but, in doing so, passes through 
a variety of shades which must be familiar to all. It is 
very rare that any suppuration follows. 

A black eye is occasionally complicated with fracture 
of one or more of the frontal or ethmoidal cells. This 
casualty is recognised by an emphysematous state of the 
eyelids and of the cellular tissue around the orbit. "When 
tne patient blows his nose, air is forced through the fissured 
bone into the neighbouring cellular tissue. In no case have 
I ever seen emphysema of the lids productive of any harm, 
though the discomfort it occasions is always great. The 
patient should be cantianed not to blow his nose for some 
days ; the fissured bone \?tlCL >C^en. ^oovi V^^oroi^ <iSsi^^^\ 
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and if no fresh air is forced into the cellular tissue, that 
which is already there will rapidly disappear. Pricking 
the integument with a fine needle to give vent to the air 
is seldom if ever necessary, and should not be resorted 
to except in cases of extreme tension of the skin, a con* 
dition which is not likely to occur from a simple fracture 
of a frontal or an ethmoidal cell. 

Treatment. — The application of cold immediately 
after the blow will limit the effusion of blood, and so 
diminish the extent of the after-discoloration, and may 
therefore, shortly after the receipt of the injury, be ad- 
vantageously used. This is best done by cold evapora- 
ting lotions ; or by applying ice in an india-rubber bag to 
the eye ; or by a fold of wet linen being laid over the eye, 
and frequently moistened with iced water. The practice 
of puncturing the swollen parts, as recommended and 
frequently adopted by prize-fighters, is essentially wrong. 
It may, and no doubt does, afford temporary relief to the 
swelling when it is great, but it renders the part liable 
to suppuration and erysipelas, neither of which would 
have been anticipated if the skm had not been cut. A 
remedy which has for many years received considerable 
credit is a poultice of the black bryony root. It is " made by 
mixing some of the black bryony root scraped finely with 
a little crumb of bread. This is placed in a muslm bag 
over the palpebra) for several hours together ; and usu- 
ally it has an excellent effect in promoting the action of 
the absorbent vessels.''* It is, however, a drug which 
cannot be always procured ; the best place to seek for it 
is from one of the herbalists in Covent Garden Market. 
The tincture of Arnica montana has also acquired a great 
repute for the power it is supposed to possess of favour- 
ing the absorption of blood in cases of ecchymosis. It 
may be applied pure over the part with a camel's-hair 
brush, or it may used as a lotion (F, 62). 

ABSCESS OF THE EYELID. — From contusion or 
laceration of the integument of the lid, acute inflammation 
and suppuration of the subjacent cellular tissue may 
follow. The eyelid becomes red, swollen, and shining, 
and unmistakable evidence of pus is soon manifested. 
The treatment is the same as for an abscess in any other 



• Tyrrell on Diseases ol ^e "E^e^NoW ^•'i^^* 



862 INJUKIES OF THE EYELIDS. 

part of the body. As soon as it is clear that pus hai 
been formed, an incision should be made to give vent to 
it, and a warm poultice should be afterwa^s applied. 
The only point wnich requires special notice is the waj 
in which the abscess should be opened. The incisioii 
should be made with a fine sharp knife in the hoiizonta] 
direction, and in a line with the orbital fold of skin jusi 
beyond the lid. The cicatrix will then be a mere line 
and from its situation it will be scarcely observable. 

WOUNDS OF THE ETBIjIDS may be divided int< 
two classes : — 

1. Those which involve only the skin of the lid. 

2. Those which have cut through its tarsal border. 

1. Wouiids which involve only the skin of th< 

lid require the same treatment as similar wounds in an] 
other part of the integument of the body ; but from th< 
delicacy of the skin in this locality, and the importance 
of avoiding as far as possible an unseemly scar, naor( 
careful manipulation is needed to bring the edges int 
accurate apposition. 

2. Wounds which have cut through the tarsa 
border of the Ud. — In lacerations of the eyelid theri 
are two forms of injury to which its tarsal margin i 
exposed : — 

a. The cartilaginous border of the lid may be cut o: 
torn through at any part. 

/3. The rent may pass through the canaliculus, tearini 
it away from the punctum lacnrymale, which may stu 
remain intact at tne extremity of the cartilage. 

(a.) Where the cartilaginous border of the Hi 
has been cut the edges of the wound become sliffhtl; 
drawn apart, and an unsightly notch is formed, as snowi 
in Fig. 80. If the wound has been a clean incised one 
the divided ends of the cartilage should be very accuratel 
fitted together and fastened i7i situ by a pin and twiste 
suture. The pin should be a very fine one, such as is use 
by entomologists for pinning the smaller insects, ] 
should be made to pass through the cartilage of the li 
so close to its free edge, that the silk when twisted o 
the pin will slightly overlay the tarsal margin. B 
attending to these details accurate union will be probabl 
effected, without leavms airj TiQi\,c.\\.ot irregularity of th 
border of the lid. w^i^Ti, ^^o^^^et, ^k^a ^^^^-Sk ^\ ^3s 
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been torn by some 




aemi-blunt inBtrnment St ib best ^rst to pare tbem smooth 
with 0, sharp scalpel before bnoging them together with a 
pis and twisted suture. 

IF after a wonnd of the cartilasinotts border of the lid 
no treatment has been adopted, uie edgeB of the gap are 
apt to become more widely separated, and occasionally a 
certain amount of everaion is also prodnced. The extent 
of the deformity will necesaarily depend very much on 
the depth of the wound. 

(P) Whea the caualiculiu has been torn through 

and detached Crom the punotum^ as in Pig. 81, a 

search shonld be firet made for the divided end of the 

Fra. 81, 




teaisdnct. It is of course imposaihla wi Vi ^^^iv^ *&a 
torn parts that the pundTHH wA &% «KajiiiR.-0;'s» *»si. 
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(Wain be made to commanicate with each other. If, 
therefore, the open end of the divided canalicnlas can b« 
detected, a small director (Fig. 64, paf^ 322) ahoiild be 
passed up it. and with a cataract knife it ahonld be slit 
into the lachrymal sac The closed tube will thns be 
converted into an open canal along which the tears will 
afterwards flow into tlieir proper channeL The torn parts 
are then to be bronght into their normal position and 
fastened tn eilu with one or two fine Bilh saturea. 



RESULTS OF INJURIES AND ULCERATIONS OP 
THE EYELIDS. 

AHOHTLOBLEPHABOH is the nnion of the marsuis 
of the eyelids to each other. Thej may be either 
partially or completely nnited. It is, however, seldom 




Tbe woodcut is B good illuBtraUou oF n case of parljal 
ftncliyloblepharOD, and shows very well the position o[ the 
fiatuTa wliich is lo freqaentl; met with when the inner por- 
tions of tLe Uds are nnited. 

The drawing wu tmken from s yoncg wamsD who hod 
met with on accident nine or ten ye&ra prcvionaly, when she 
fell down BJtd Btrnck the inner angle of tbe eye ligainat ona 
of the whalebones of an umbrella. Tbe inner canthns and 
the inner oxtremitiee of both tbe eyelids were torn, and in 
the process of repair which followed the injupy, the inner 
mat^inn of the npper and lower lids became united to about 

that the adhesio' 
of the HdH. Tl 
frequently joined tbanttM avrt«i«tim&.&!A ■Birf«««i. "^s^ 
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nearly all cases of anchyloblepliaron, whether partial or 
complete, a fistalous opening is left at the inner canthns, 
through which some of the tears find their way on to the 
face. The union between the lids may be either direct, 
the two edges being completely adherent, or they may be 
united by membranous bands passing from the one to the 
other. 

The causes of anchyloblepharon are lacerated wounds, 
or any accident which produces an abrasion of the corre- 
sponding surfaces of the tarsal edges of the eyelids. 

Treatment. — When the union between the lids is 
direct, and a fistula exists at the inner canthus, a small 
director should be passed behind the adherent margins, 
and out at the fistulous orifice, and upon it the adhesions 
may be severed with a pair of scissors ; or if this cannot 
be readily accomplished, the lids may be dissected apart 
with a sharp scalpel. 

If a membranous band is the bond of union between 
the two lids, it should be divided on a director passed 
beneath it, and the projecting portions cutoff close to the 
margins of the lids. The chance of success following 
either of the operations depends very much on the 
daily dressing of the wound : special care should be taken 
to keep the lids from reuniting during the progress of 
cicatrization. This may be generally accomplished by 
daily separating them, and anointing the granulating 
surfaces with a little sweet oil. 

STMBLEPHABON is an adhesion of the lids to the 
gtobe. It is usually produced by an injury which has 
caused either a destruction or an ulceration of the oppos^ 
conjunctival surfaces of the lid and globe, and their subse- 
quent union by granulation. Lime; mortar, and burns 
from hot metals, or scalds from hot fluids are the most 
frequent causes of symblepharon, but it may be produced 
by any agent which either destroys or abrades tne corre- 
sponding parts of the lids and globe. Most of the very 
severe cases of symblepharon which have come under my 
notice have been due to lime. If the injury it has inflicted 
is severe, it is absolutely impossible to prevent the union 
of the lids to the globe. All endeavours to keep the op- 
posed granulating surfaces apart will fail. The contrac- 
tion which goes on during the process of cicatrization 
draws the lids and globe into close apposition, a.iv.<l ^kt<^^ 
union will ensue in spite of a^ eSot\.^ \.o ^W^*-^, 
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S jmblepharon is said to be complete whea tHe entire 
inner surrace of one lid is adherent to the globe, and 
partial when tbe adhesion is limited to only a part of the 
opposed surfaces. Both eyelids may be often seen par- 
tially attached to the globe, or the lo\yer lid may be com- 
pletely united to it : but it is exceptional to meet with 
complete symblepharon of both the u{)per and lower lids 
of tne same eye. The lower eyelid is much more fre- 
quently affected by symblepharon than the upper. 

Two forms of symblepharon may be recognised : — 

1. Membranous bands or frena passing between the 
lids and the globe. 

2. Direct and close adhesions between the opposed 
surfaces of the eye and lids. 

1. Membranous Bands between the lAda and 
Globe.— This is the simplest and most remediable kind 
of symblepharon. It is duo to a less extensive and more 
superficial injury than that which produces the second 
form ; generally to some limited ulceration or abrasion of 
the corroEponding parts of the eye and lids. During the 
healing process the granulations of the opposed sunaces 
become united, but the constant pull which is exerted 
upon them by the movements of the globe will often so 
stretch the adhesions that they will become elongated 
into membranous bands. 

2. Direct and Close Adhesions between the 
Opposed Surfaces of the Eye and Lids. — These are 
caused by an absolute destruction of corresponding 
portions of the conjunctiva of the eye and lids. Deep 
ulceration or sloughing follows the injury, and opposed 
granulating surfaces are left, which ultimately become 
firmly adherent and blended with each other. During 
the cicatrization, the contraction of the surrounding con- 
junctiva draws the lids and globe into such close contact, 
that the movements of the eye cannot stretch the bonds of 
union, and the lids and globe remain for over afterwards 
firmly bound together. 

Treatment. — All operations for the cure of symble- 
pharon are as a rule very unsatisfactory : in the severe 
cases they generally fail to effect any good ; and in the 
milder ones, the relief which is afforded is comparative. 
It is only in the slight cases that positive good will be 
found to fpllow surgical treatment — ^those in which small 
membranous bands or tags of adhesion pass between the 
eyelids and the globe. ^W^en^^i^^^ «iX^ vaaxiNsaXfc^^^^^k^Si 
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a probe can be passed bencatb them, and the oculo- 
palpebral fold of conjunctiva still exists entire, much 
benefit will be derived from an operation. 

There are two ways in which these narrow membranous 
bands may be treated. 

a. They may be simply divided by a scalpel or a pair 
of fine scissors ; and by daily passing the end of a probe 
dipped in a little sweet oQ between their cut ends, 
reunion may generally be prevented. This mode of treat- 
ment is, however, only applicable to the very mild cases, 
where a simple tag of adhesion ties the lid to the globe. 

p. If the bands are small, they may be first cut off 
close to the globe, and the edges of the wound which is 
thus made in the conjunctiva may be drawn together and 
united by one or two fine stitches. The other extremities 
of the bands are then to be severed from their attach- 
ment to the lid. As in the first operation, careful daily 
dressing will be required to prevent a re junction of the 
cut surfaces, for unless the wound in the conjunctiva 
closes by immediate union, which it may fail to do, the - 
tendency to a return of the sjrmblepharon is very great. 

In those cases of symblepharon where there are direct 
and close adhesions between the eye and the 
lids, many different plans of treatment have been tried, 
but most of them without much success. It is only 
where the extent of the conjunctival surfaces involved is 
small, that even amelioration can be hoped for. The lid 
mav be generally easily separated from its union with the 
glooe by a careful dissection, but we have no means at our 
command by which we can prevent their again uniting. 
Plates of metal and glass shields have been interi)os^ 
between the granulating surfaces, but with very indifferent 
success. They have been generally extruded during the 
contraction which accompanies cicatrization. 

Mr. T. Fridgin Teale, of Leeds, has suggested a plastic 
operation in cases of symblepharon, which he speaks of 
very favourably. He first described it in the "Royal 
London Ophthalmic Hospital Reports," vol. iii. p. 263, in 
which he has cited cases which have been materially 
benefited by it. In a short note which he has kindly 
given me he thus describes the operation : "The adherent 
lid having been dissected off the eyeball, so as to leave 
the globe perfectly free in its movements, one, or if 
possible two flaps of the conjunctiva are dissected tco^xa. 
the sound part of the eyebaiii wA\»xwi.w^Js3bai^j^\s^f^ *^«^ 
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gap. If any portion oi the adherent lid is anited to 
cornea., the separation of tho lid is commeaoed at ' 
margin of the cornea, leaving the apei of the lid still 
$ilu as an opaque spot on the cornea." 

Taylor's Operation for Symblepharon. — Dr. 
Bell Tajlor haa adopted the following operation 
treating cases of symblepharon ;^" After the separati 
of the adherent lid from tho ejehall, a thin piece of si 
is to be dissected from the lid, pasaed through an incis; 
in the tarsal cartilage, and its raw sorface bronght ii 
contact with the denuded portion either of the lid or 
the eyeball itself. In thia way the two raw aarfacee 
the lid and eyeball are prevented from coming into ct 
tact nntil the wonnd ia healed, and the eyeball itselt 
Bet free. The transplanted skin is nourished tbrauf^h 
base in the £rat instance, which is divided as aoon ns 
has taken root in its new situation. It then gradna 
dwindles, taking the place and assuming the functions 
theloatn: -- ' 




Tbe woodout represeDts s cafi« of ajmblepharoiii ct 
by the actjon ot morUr on tbe eye. 

There are, however, very many cases of symhiephar 
where no operation should be attempted. llie extent 
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the adhesions may be 60 great that it would be worse 
than useless to endeavour to divide them. 

Anchyloblepharon and Symblepharon are often 
associated ; indeed, with the union of the margins of the 
lids it is very general to find also some adhesion between 
the conjunctival surfaces of the lids and globe. It is, 
however, rare to find in one eye a complete union of the 
globe to the lids, and of the lids to eacn other. 

HERPES ZOSTER FRONTALIS.— This form of herpes 
deserves special attention, as it is occasionally mistaken 
for erysipelas of the head, and the eye is frequently 
affected during the attack. It is the source of very great 
suffering to the patient ; severe neuralgia often precedes 
the herpetic eruption, accompanies it, and continues for 
an indefinite period after it nas passed away. 

Herpes frontalis is always unilateral. It occurs but 
once in a lifetime, and the old are more liable to be 
attacked than the young. I have had, however, under 
my care a lad only fourteen years of age, who had suffered 
severely from an attack of this disease. 

Symptoms. — The affection commences with small red 
patches, which appear in succession upon the brow and 
forehead of one side of the head, and upon which trans- 
parent vesicles rise. When the eruption is fully de- 
veloped, it consists of clusters of vesicles on bright red 
erythematous patches, with portions of more or less clear 
skin between them. These patches usually follow the 
course of the branches of the supra-orbital division of the 
frontal nerve over the upper eyelid, brow, and one side of 
the head, but occasionally vesicles will appear in the 
direction of the terminal branches of the supra-trochlear 
nerve, and on the side of the nose in the line of the nasal 
twig from the ophthalmic nerve. After a few days the 
vesicles begin to wither and collapse, the fluid within them 
grows turbid, and they become covered with dark crusts, 
which shortly fall oft^ leaving scars and pits which are 
frequently permanent. There is usually some oedema of 
the side of the face, and the eyelids may be so swollen as 
to render an examination of the eye impossible. The eye 
often becomes affected, and generally at about the time 
when the vesicles are beginning to fade. The inflamma- 
tion may be only conjunctival, but more frequently there 
is some ulceration of the cornea with sU^ht vt\^« "^^csr^ 
duration of the disease ia ixom. \«!a. \^ \.^^^ ^a:^^0^>afi^ 
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the inflammation of the eye wLich it has excited may 
last for many weeks, and be the source of much anxiety 
and trouble. The pain is, as a rule, excessiye and neu- 
ralgic ; it is over the brow and forehead, along the inner 
and upper edge of the orbit, and down the inside of 
the nose, and occasionally patients complain of very 
seyere pain in the lobe of the ear. 

The points of diagnosis between herpes frontalis and 
erysipelas have been well laid down by Mr. Jonathan 
Hutcninson. He says : ** Herpes frontalis is always 
limited to one side, never transgresses the median line of 
the forehead and nose. It never affects the cheek, 
although there may be some sympathetic oedema of this 
part (oedema of contiguity). There is less general swelling 
of the skin than in erysipelas, and in some cases vei^ 
little. The vesicles of herpes are smaller, more defined, 
more numerous, and altogether much more conspicuous 
and pronounced than are the bullas of erysipelas. There 
is much more pain and much less constitutional dis- 
turbance in herpes than in erysipelas. The strictly uni- 
lateral character of the one contrasted with the irregular 
location of the other is, however, the most reliable feature 
for the purpose of ready diagnosis." * 

Treatment. — The objects to be accomplished durinff 
the progress of the disease are to relieve the heat and 
irritation of the affected parts, to give ease to the neural- 
gic pains, and to procure sleep. A fold of lint wet with 
the lotio zinci oxidi (F. 54), or with the lotio conii cum 
opio (F. 44), may be laid over the surface, and moistened 
as often as it becomes hot or dry. Opium should be 
' administered internally, either in small repeated doses, 
or in one full dose sufficient to procure sleep at bedtime. 
The subcutaneous injection of morphia (F. 30) is of 
great service, and may be given in doses of from gr. J 
^o gr. ^, and repeated if the suffering is severe. The 
bowels should be acted on by some mild purgative, and 
q^uinine in doses of from gr. 1 to gr. 3 ordered two or three 
times a day. 

For the relief of the neuralgic pains, which are often so 
persistent after the rash has completely passed away, 
the painful parts may be gently rubbed with the lini- 
ment, aconiti cum belladonna (F. 34), and the tinct. 



* Koyal London Ophl^o\xii\G "EoB\^^»^'B^^^tv»^NOl»^ » ^» 192* 
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Cannabis IntUcsB, in doaea of from m 5 to m 15, may ba 
preaoribed two or three times a day, with an opiat« or snb- 




l! g 84 WBS drawn from the photognph of B patient cet. 
elilj bve who had suffered Iroiu an attack of herpes 
froutolis two years before comiug under my care The 
ftttaok was uaLered in and (iceompamed by pain, and since 
tbe cicatrbattiau of the herpetic sores there has bean 
constant pain, never absent, but varyiugininlenBity. The 
pain was strictly cootiued to the n^ht side of the head, 
meet acute over the brow, anil of a lees degree in the 
course of the infra-orbital brancheB. One side of the fore- 
head, ne represented in tbe woodcut, waa white from dense 
cicatricial tjssue, which had filled up the sores caused by 
the herpciie eruption. The scars were limited to one-half 
o[ the forehead, as if a line had been drawn down the 
middle line of the forehead and nose. To relieve t^e 
excessive pain from which abe suffered, I excised about 
three-quarters of an inch of the snpra-orWlal nerve, and 
divided subcutaneouslythe iuira-orkital as it passed out of 
the foramen. The side of the head was numbed after the 
opotation, but the relief of pain was complete. The 



cutaneous injection of morpbia at bedtime if tbe neoTalffia 
is stifficient to prevent sleep. Dr. Bazin " gave arsenic^ 
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preparations with success in the obstinate neutalg 
consecutive to herpes zoster, and so accomplished cui 
which had resisted narcotics, narcotico-acrids, a: 
cauterization." • 

If all remedies fail, the supra-orbital nerve may 
divided subcutaneouslj. The relief, however, from tl 
operation is, unfortunately, frequently only temporal 
but it may be repeated, or a piece of the nerve may 
excised. The patient should be cautioned that if i 
operation is successful, there will be numbness in 1 
parts supplied by the nerve. 



CHAPTER XI. 



DISEASES OF THE ORBIT. 



PB0TBT7SI0N OP THE GLOBE — Proptosis — j 
ophthalmos — is a symptom common to all the c 
eases within the orbit. The extent and direction of 1 
bulging of the eye is determined by the character of i 
affection, and the part of the orbit from which it original 
When the proptosis is slight it is often difficult to dec 
whether the protrusion is real or only apparent, as a 
oedema of the lids, or of the conjunctiva of the globe y 
give a prominent appearance to the eye. 

To Ascertain or Measure the Degree of Froti 
sion of an Eye. — The patient should be seated ii 
chair with his head thrown backwards, whilst the s 
geon, standing behind him, raises the two upper eyel 
with one finger of each hand, and at the same time dire 
the patient to look downwards towards his feet. Fr 
this position, above and behind the patient, the surg< 
can glance down the fape and contrast the level of 1 
two . eyes with each other, and compare their pro 
nence with the projecting brow, or with the side of 
nose. 

ABSCESS OF THE OBBIT may be caused by bL 
on the eye ; by penetrating wounds of the orbit ; or 



* Trousseau's OlinicaY '^e^cme^ ^^^cuVwca. edition^ vol 
p. 29d, 
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any violence producing fracture of its bony walls ; by 
the lodgment of a foreign body in the orbital cellular 
tissue ; or occasionally by the extension backwards of a 
suppurative inflammation of the lids, or of the tissues 
in immediate contiguity with the eye, no matter how- 
induced. Inflammation of the cellular tissue of the orbit 
(orbital cellulitis) brought on from any cause may 
terminate in abscess of the orbit. Caries, necrosis, or 
orbital periostitis may likewise lead to orbital abscess. 

Abscess of the orbit may be either acute or chronic. 
In thef former the inflammatory symptoms generally 
rapidly follow the injury ; they are sharp and quick in 
their progress, pus is soon formed, and independently 
of the nistory of the case, unmistakable evidence of its 
presence is afforded by the pain, heat, redness, and 
swelling. Occasionally, however, there is a variable 
interval of a week or more of perfect quiet and freedom 
from pain after the injury before any premonitory symp- 
toms show themselves; but when once started, their 
course is equally acute and rapid. 

Symptoms of Acute Abscess of the Orbit. — 
Deep-seated pain in the orbit extending around the brow, 
worse at one time, better at another, but never absent, 
and steadily increasing in severity. Any pressure on 
the eye, or even moving it, aggravates the pain. The 
eyelids become red, shining, and oedematous; and the 
conjunctiva of the lids and globe vascular, swollen, and 
chemosed. The eye is now observed to protrude slightly 
beyond the level of the other, and this protrusion in- 
creases as the disease advances and the pus makes its way 
to the surface. The displacement is usually not directly 
forwards, but more or less downwards and outwards, or 
downwards and inwards, according to the situation of 
the abscess within the orbit and the part of the eye on 
which it presses. With the increasing protrusion of the 
globe the sight becomes more or less impaired from the 
strain which is being exerted on the optic nerve. The 
orbital fold of skin above the lid becomes obliterated, and 
the upper lid so swollen and stretched in front of the 
bulging eye that it cannot be raised by the patient. Over 
the most prominent part of the swelling a careful exami- 
nation with the fingers will detect fluctuation. The most 
usual spot for the matter to point is rather to the inner 
side of the interval between the ^xi^^x^u-otV^iwjii. ^^5^^?^ ^ 
the orbit and the upper boiiex oi\\iQ ^o\i^^ ^^wsss^^s^^ 



874 -DISEASES OP THE ORBIT. 

the lappuratioii may be more or less confined to one or 
other side of the orbit, and this will in a great zneasnre 
determine the site at which the pas will endeavour to 
make its exit ; eiUier the inner, outer, or lower side of 
the eye may be the part selected. When the abscess is 
a small and limited one, there may be little or no dis- 
placement of the eye. 

With all these local symptoms there is always consi- 
derable constitutioiial distnrbance. The skin is hot and 
dry, the i>atient has occasional rigors, he is restless, and 
his sleep is broken from pain. 

In onronic abscess of the orbit the symptoms are 
oflen masked by the very slowness with which they de- 
velop themselves, and by the absence of any severe pain. 
It rreanently happens that the patient does not even 
seek advice until an increasing protrusion of the eye and 
a somewhat corresponding diminution in vision excite 
alarm. 

Chronic abscess of the orbit is often most difficult to 
diagnose, and may easily be confounded with a sar- 
coma, or some soft orbital tumour, the elasticity of 
which closely resembles fluctuation. The exciting canse 
of the abscess may have been an injury inflicted at some 
distant period, which has been forgotten, and from which 
the patient thought he had completely recovered ; or the 
■low progress of the disease, and the comparative and in 
many cases complete absence of pain during its early 
stages may make it difficult, if not impossible, for the 
imtient to give a correct account of how or when it com- 
menced. When doubt exists as to the true nature of the 
case, an exploratory incision should be made into the 
tumour, and the surgeon should bo prepared to act at 
once on the information it will afford him. If it is an 
abscess, the incision should be enlarged sufficiently to 
give a free exit to the pus ; but if, on the other hand, it 
should prove an orbital tumour, it should, if practicable, 
be removed without any further delay. 

Treatment of Abscess of the Orbit. — As soon as 
it is clear that pus has formed, and that the protrusion 
of the eye, if there be any, is due to its presence in the 
orbit, a free opening should be made for its escape. The 
site for making the incision should be that spot where 
there is the most distinct swelling and fluctuation, and 
irhere the pus has a tendency \iO'^c>\Ti\». KSJvet'a.Vt^fe'n^at 
has been given to tlie pu« m^iXim^^ ox\>\\», ^ ^wTSi.>tt!D^, 
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seed-meal ponltice should be applied, and care should be 
taken that the wound is kept open by examining it daily, 
and, if necessary, by passing a probe along the course of 
the incision to prevent the cut edges from uniting. It 
not unfrequentiy happens after an abscess of the orbit 
that the wound from the incision only partially closes, 
and a long sinus remains from which a slight purulent 
discharge continues to drain. When this is the case, and 
when no fragment of necrosed bone can be detected by a 
probe to account for it, the use of a stimulating injection, 
such as zinci sulphat. gr. 2 ad aquse ^ 1, thrown into the 
sinus with a glass syringe twice a day, will often prove 
of great benefit. If, however, a portion of dead bone is 
felt with the probe, time must be given to allow of its 
becoming detached, or at least partially loosened from 
the living structure ; and then, after enlarging the ori- 
fice of the sinus, it may be removed with a pair of seques- 
trum forceps, first using, if necessary, a gouge, or an 
elevator, or a pair of fine-cutting bone forceps to sepa- 
rate any portion of bone which may be holding it. 

FBACTUBES OF THE BONES OF THE OBBIT may ~ 

be caused by blows on the head, or by the impaction 
within its cavity of a large foreign body, one extremity 
of which has passed through the orbital walls into the 
antrum or the posterior nares. When the fracture 
extends into the frontal or ethmoidal cells, there is 
generally emphysema of the cellular tissue of the lids 
and the surrounding parts. This arises from the patient 
forcibly driving the air through the broken cells when he 
blows his nose. Fracture of the orbit is often associated 
with fracture of other portions of the skull, and in such 
cases it frequently happens that the contusion or lacera- 
tion of the brain produced by the blow is sufficient to 
cause death, independently of the injury which the cranial 
bones have sustamed. 

There is, however, one form of fracture which is confined 
to the walls of the orbit, and which is very fatal. It is 
caused by direct violence, and is commonly produced by 
a forcible thrust in the eye with a sharp or semi-blunt 
pointed instrument, such as the points of a pair of 
scissors, the end of an umbrella, or a foil, or by the stem of 
a long tobacco-pipe. The orbit is penetrated, and the 
end of the stick, or whatever it ma^ Wv^AVfer^^^^'seKsas^ 
its roof or the upper part oi ita most ^^,^^^s\s^'"^^sa. 
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some cafles fractures, whilst in others it breaks its 
through the bone and penetrates the substance of tli 
brain. From such an injury the patient seldom reooyen 
even when the bones are broken, but not penetrated, th 
sharp splinters usually create such irritation of tbe brai] 
and its membranes that a fatal result ensues. One peca 
liarity of this accident is, that its severe nature is apt i 
be often overlooked ; the external wound may be smaU 
the immediate symptoms may be trifling, and the patieni 
if a mechanic* may be able to continue ms work for som< 
hours, or it may bd for two or three days, before bis con 
dition obliges him to desist. Symptoms of inflammatioi 
and suppuration may then come on, coupled with those o 
cerebral or meningeal irritation; the patient may pasi 
rapidly from slight delirium to complete coma, and di< 
in a period varying from a few days to two or tiire< 
weeks. 

Treatment of Fractures of the Orbit. — Fractur 
of the orbit requires the same treatment as fracture of an] 
other portion of the bones of the skull, with the ezceptioi 
that even if there is reason to believe that a fras^ment o 
one of the orbital bones may bo pressing injuriously oi 
the brain, no operation can be attempted to dislodge ii 
Absolute rest, both mental and bodily, should bo en joine< 
in all cases where a fracture of the orbit is suspected 
The patient should bo kept in bed, and cold water dresc 
ings, or an india-rubber bag of ice should be laid over th 
eye and brow of the injured side ; and the bowels sboul 
be freely acted on by a brisk purgative. All stimulant 
should be forbidden, and a limited diet should be ordere( 
If there is much pain in the head, six or eight leechf 
should be applied to the temple, and these may be n 
peated in twenty-four hours if the symptoms become moi 
urgent. 



FOBEiaN BODIES IN THE GBBIT.^The lodgmei 
of a foreign body within the orbit is one of tbe moi 
dangerous accidents which can be met with in opbthalm 
■ni practice, as it not only always involves a serious risk i 

' the eye, but it places even the life of the patient in coi 

' siderable jeopardy, and in some instances has cause 

death. It may prove hurtful to the patient both by tl 
^' immediate ana secondary effects it is liable to produc 

The immediato effectB Yrbich may arise rrom tl 
lodgment of a foreij^n \)o^^ Va >i}ci^ q»^>jC ^x^\ — 



FOREIGN BODIES IN THE ORBIT. 877 

1. In its passage into the orbit it may either injare the 
parts within the eye, or rupture its external coats. 

2. Although the eye itself may escape injury, the optic 
nerve may be wounded, and absolute blindness follow. 

3. It may injure the walls of the orbit either by pene- 
trating them or by causing fracture. 

The secondary effects which a foreign body within 
the orbit may excite are : — 

a. If a foreign body has escaped observation, and has 
been allowed to remain buried m the orbit, it may excite 

Fig. 85. 




Fig. 85 represents a piece of stick which I removed 
from the orbit of a child three years of age. Seven weeks 
previously, whilst riding in a perambulator, the child fell 
with his face on to the point of a stick with which he was 
playing. A piece of it penetrated the orbit, and the 
grandmother said she believed she had removed the whole 
of it. On admission into the hospital there was complete 
ptosis of the left eye, the globe was protruded a quarter of 
an inch, and fixed in the centre of the orbit, from palsy of 
all the ocular muscles ; the pupil was widely dilated, and 
as far as could be made out, the eye was blind. At the 
inner and lower part of the orbit was a small fistulous 
opening, from which there was a thin dischai^e. Although 
I could not detect a foreign body with a probe passed 
along the sinus, yet the symptoms all pointed to the 
presence of one in the orbit. I therefore made an incision 
into the lower part of the orbit, and succeeded in removing 
a piece of stick exactly corresponding to the woodcut. 
The child rapidly recovered, and in four days left the 
hospital. The protrusion of the eye subsided, the levator 
palpebral and ocular muscles gradually regained their 
power, and in three weeks the lid was open, and the move- 
ments of the eye almost restored ; but the sight was lost.* 

orbital cellulitis and abscess. This may lead on to a 
general inflammation of the globe, which may end in 
great impairment of vision, or in complete destruction of 
the eye from suppuration. 

p. As a consequence of the orbital inflammation, a 
portion of the bones of the orbit may become necrosed. 

y. The inflammation may exteud backwards along the 
periosteum lining the orbital walls to the membranes of 
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the brain, and destroy the patient bj roeningitiB, tetaikio 
convulsioiiB, or abacesa of the bmis. 

A foreign body generally enters the orbit Bomewhere 
between the upper or inner side of the eye, and the roof 
or inner wall ot the orbit ; bat cases are Irequently met 
with where it has passed in at other points around the 
ere. If amall, it usnallj buries itself in tbe loose cellular 
tiSBDe of the orbit ; but occasionally it becomes fixed bj 
either penetrating tbe |lobe, or by partially entering one 
of the frontal or ethmoidal sinuBoa, or the autrnm, or by 
becoming in eome way wedged between tbe globe and its 
external muscles. 

It ia very_ remaitablo how often a foreign body has 
been lodged in tbe orbit or adjacent cavities withont the 
patient having suffered an; great inconvenience from ita 
presence. 

In No. 4 of the Opbtbalmio Keview, page 837, Mr. 
Brodenell Carter has related a very remarkable case, in 
which a large piece of an iron bat-peg was impacted in . 
the orbit and antrum of the opposite side, and remained 
there for a nnmber of days without tbe patient being 
aware of its presence. It was then extracted, and the 
man made a rapid recovery without any impairment of 
the sight of the eye. 

In li'ebrnary, 1869, I extracted from a patient, set. 
twenty-eight, the breech of a mustzle-looding gun, which 
had been impacted for twelve years in the right frontal 
ainoa and upper part of the nose. Tbe following is tha 
history of the case : — 

~ 1 stnlfld tliftt tirelva years prcvianaly his e:im I 



whilst shooting wild fowl, and prodaced a sovere wonnd between 

the eyes, and msnysnmllerr- ■■-'--- "- ■-" — <— 

lour months, during which 



tho eyes, und many snuiUer ones on hie fnce. He wis laid Dp fi 
' .L _ . . . jnflamea an 



ight of llio luft was nearly deetroyed. 
Ho was attended tbrough bis illDess by 
eeveral medical men, but thoy nerer found 
nor did they nnpearto suspect tbe presence 
of a'foreign body. He first delected Bome- 
tbiog loose In Uie costnl about two yeui 
auda half before he cams under my care. 
When admitted into the Middlesex Hospital 
a deep scar was seen between the frontal 
sinuses, and the upper part of the right 
Bide of the nose was swollen. There was 
ao dliiiiiaviD SiariBsa^,"* tiom the right 
MtriL and tbe rigM «se ws.* oioib ■pioia-metA Wt. ft« Va.. ^ 
[ammation with tko &nsM ia Vtt* oo*ii ». "oiiiS- «^ -BisnsiJda, 
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body was felt to be lodged beneath the scar and in the upper 
part of the right nasal cavity^ and from the metallic touch it 

fve to the probe I concluded it to be a portion of the gun-barrel, 
first tried to remove this hard mass with a pair of strong forceps 
introduced through the nostril : but failing to accomplish this, I 
laid open the right cavity of the nares by an incision carried 
through the nostril along the fold which forms the line of demarca- 
tion between the cartilage of the nose and face. The piece of 
iron was then seized with the forceps, and, after considerable 
traction, removed ; it weighed an ounce and a quarter, and was 
covered with a thin layer of rust. The wound was united with 
two fine sutures. The patient recovered without a bad symptom, 
and in a week left the hospital. 

The woodcut (Fig. 86) represents the actual size and shape of 
the sci'ew breech of the gun. 

Treatment of Foreign Bodies in the Orbit.— 

Whenever it can be clearly established that a foreign 
body is impacted in the orbit, the treatment is to 
endeavour to remove it as soon as possible. To this 
rule, however, there are exceptions ; and these are when 
the foreign body is a small snot, or a fine scale of metal 
which may have flown off from a rivet and passed into 
the orbit without injury to the eye. The almost im- 
possibility of finding a small object in a mass of cellular 
tissue forbids the attempt to hunt after it. If it can be 
easily felt with a probe introduced through the wound it 
should be removed, but no lengthened exploratory 
operation should be attempted with the view of seeking 
for it. Such a proceeding would probably excite more 
irritation than would arise from the presence of a small 
metallic body in the orbit. It should also be remembered 
that small masses of metal may be often embedded in 
the cellular tissue of any part of the body without 
producing a symptom of irritation, and that they may 
remain there for many years without causing any dis- 
turbance. 

Having ascertained by a careful investigation that a 
foreign body is in all probability embedded in the orbit, 
the following operation for its removal may be per- 
formed :— 

The outer canthus should be freely divided, either by a 
pair of scissors or vnth a scalpel, to allow of the upper 
lid being completely turned up, or the lower one drawn 
down, according to the localitv in which the foreign body 
is lodged. If it has entered the orbit above the globe, the 
upper lid is to be raised, and the reflection. q>1 ^i^iTs^XkS^w*^^. 
between the lid and the eye is to "be ^Wv^a^o^^^t "^^ ^v^ 
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where the foreign body is suspected to be lying. A probe 
or the little finger may then be passed through the wound 
into the orbit by the side of the eye, and having felt the 
object it may oe seized and drawn out with a pair 6t 
sequestrum forceps. When the foreign body has entered 
the orbit below the globe, the lower lid must be drawn 
down and the lower oculo-palpebral fold of conjunctiva 
must be divided, but the remaining steps of the ox)eration 
are the same as those already described. 

If the foreign body has become entangled with one of 
the recti muscles, or from any other cause one of them 
should interfere with its easy withdrawal from the orbit, 
it is better at once to divide the muscle with a pair of 
scissors as close as possible to the globe, rather than use 
any force to overcome the resistance it may be causing. 

FENETBATINa WOUNDS OF THS OKBIT are 

always serious. The exact injury which has been in- 
flicted can often be only surmised, and time is required' 
for the manifestation of symptoms before either a correct 
diagnosis or prognosis of the case can be f ormcKl. The 
iDstrument which has caused the accident should be 
examined to see if any fragment of it has been broken off 
and left behind in the orbital cellular tissue, and the 
direction in which it penetrated the orbit should be 
noted. The patient should be kept under careful super- 
vision for some days, so as to enaole the surgeon to treat 
from the onset any unfavourable symptoms that may 
arise. Even when no injury has been inflicted to the 
bones of the orbit, orbital cellulitis and abscess are very 
apt to ensue. 

FEBIOSTITIS OF THE OBBIT is usually chronic, 
but small portions of the orbital periosteum are 
occasionally ac^dely inflamed. Acute diffuse periostitiB 
rarely if ever afPects the orbit. 

Chronic Periostitis of the Orbit is nearly always 
syphilitic. It usually leads to the formation of . nodes or 
the effusion of lymph beneath the periosteum. The most 
frequent position of the nodes for which the ophthalmic 
surgeon is consulted is on the frontal bone just over the 
brow ; but they sometimes occur within the orbit and give 
' rise to grave symptoms. The nodes of the flat bones 
usually differ in tkeit t^to^t^^^ Itoxsl those which are so 
commonly seen on. \.\iQ \iteai ^tl^ Q*Oti^x \wi% VssiSBK^tar 
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whereas in the latter they frequently ossify and form 
bony projections, in the former (the flat Dones), and 
especially in those of the skull, the effused lymph often 
softens, and pus is formed beneath the periosteum, and a 
portion of the subjacent bone either exfoliates or becomes 
carious. 

Symptoms. — Dull aching pain, which is worse at 
nights, when it is usually sufficiently severe to prevent 
sleep ; swelling of the part, evident to the sight and the 
touch when it occurs over the superciliary ridge; but 
when the periostitis is within the orbit, the swelling is 
indicated by the impaired motions of the eyeball, or by 
paralysis of one or more of its muscles, if the node is in 
a locality where the ocular nerves can be affected by it ; 
and if the swelling is large, there is some protrusion or 
displacement of the eve. If the node within the orbit 
should soften and pus be formed, all the symptoms which 
characterise orbital abscess will gradually develop them- 
selves, and after the matter has been evacuated a chronic 
discharge will probably continue until some portion of 
the orbital bones has exfoliated. 

Treatment. — In chronic orbital periostitis there is 
generally a past history of syphilis, possibly dated back 
many years; but when this cannot be obtained, the 
surgeon must use his own judgment as to the patient's 
veracity, and treat the case accordingly. The most use- 
ful medicine is the iodide of potassium, which should be 
given in the first instance in doses of from gr. 3 to gr. 5 
three times a day ; but if these fail to do good, they may 
be increased up to gr. 8 or gr. 10. To relieve pain and 
favour the absorption of the effused lymph, the unguent, 
hydrarg. cum belladonnat (F. 126) may be rubbed into the 
brow, and left on during the day. When the pain is very 
severe, a subcutaneous injection of gr. ^ to gr. -J of the 
acetate of morphia (F. 3o), or gr. 6 of the pil. saponis 
cum opio, may be given at night. If these remedies fail, 
a mixture with iodide of potassium and perchloride of 
mercury (F. 98) may be ordered. If the node within the 
orbit soften, and pus be formed, an opening should be 
made to give vent to it ; and if a chronic discharge con- 
tinue, and this be found dependent on a portion of dead 
bone not yet exfoliated, the sinus shoilld be syringed out 
twice a day with a little tepid water, or with a very weak 
solution of carbolic acid, about 111^3 ad aGyisa ^1^ A^ 
soon as the probe detects tli«A» \\ife\iQtiftV^ Vi^^-^'sckR^^^isA 
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sinus should be enlarged and the exfoliated piece 
removed with a pair of forceps. 

ACUTE FEBIOSTITIS OF THE OBBIT is an aCQ 

inflammation of a portion of the orbital periosteuni whi 
may have been detached from the bone or otherwise i 

i'nred bj some penetrating wound of the orbit, or mi 
lavc become secondarily affected during an attack 
orbital cellulitis. It is accompanied by severe pain aj 
by the formation of pus, which will give rise to all tl 
symptoms described in the Section Absc£SS of ths Obb] 
The ])iece of bone which is subjacent to the inflanu 
periosteum usually perishes, and a discharge of fetid pi 
continues to drain through the external wound by whi( 
the matter was first evacuated, until the dead Done 
detached from the living and removed from the orbit. 

Treatment of Acute Periostitis of the Orbit- 
When it is traumatic, or is due to orbital cellulitis, the a] 
plication of linseed-meal poultices and warm fomentatioi 
give the most relief during the acute suppurative perio 
As soon as there is reasonable evidence that pus hi 
formed, an incision should be made into the orbit to gi' 
exit to it. For the chronic discharge kept up by the pr 
sence of diseased bone, see Tbeatment oe Cubonic Ferii 
STiTis OF Orbit, page 381. The patient should be orders 
tonics, stimulants, and a liberal diet. The disease is vei 
depressing, and it is not specific ; iodide of potassitun ai 
mercurials are therefore contra- indicated. 

NEOBOSIS AND OABIES OF THE OBBIT.— N 

crosis of a portion of one or more of the orbital bones gen 
rally arises from periostitis induced by an injury, or by ( 
acute orbital abscess ; whereas caries is usually produce 
by some constitutional taint, such as syphilis or strum 
In the two preceding sections it is shown that both can 
and necrosis may follow inflammation of the periosteu 
of the orbit. Caries of the malar bone is, however, mo 
frequent than caries of the orbit, and it is a form of tl 
disease which tlie ophthalmic surgeon is frequently caU< 
upon to treat, as it is the cause of a very troubleson 
ectropion. 

Treatment. — For necrosis no permanent cure can 1 
effected until the piece of dead bone has been remove 
Time should be given to allow of its being loosened fro: 
the living stmctuieB, au^MJtLea. ^oiAfc^Xs^ ^^robe passe 
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througli the sinus by which the discharge escapes, an 
incision should be maide down to the necrosed bone, which 
should be removed with a pair of fine bone forceps. For 
caries the treatment is different. True caries is strictly 
ulceration of bone, or, in other words, a degeneration of 
the bone particles, which are thrown off, and may often 
be detected in the discharge. As in ulcers of the skin, 
the object of the treatment is to restore healthy action, 
and thus produce cicatrization. This may be aimed at by 
constitutional and local treatment. Where there is a 
syphilitic taint the iodide of potassium with iron (F. 92), 
or the iodide and bromide of potassium combined (F. 97), 
or other anti-syphilitic remedies may be given ; but when 
the disease may be attributed to a strumous diathesis, 
cod-liver oil, the svrup of the iodide or hypophosphite 
of iron will generally do good, and especially if at the 
same time the patient can obtain sea- air and a nutritious 
diet, of which milk and e^gs form a part. 

The best local applications are the lotio rubra (F. 64) ; 
a lotion of carbolic acid (F. 56) ; or of chloride of zinc 
gr. 1 ad aqu83 5 1* They should be injected up the sinus 
with a glass syringe twice a day ; and if one lotion causes 
too much irritation, another should be substituted. If, 
however, all these remedies fail, a cure may be often 
accomplished by making an incision down to the carious 
bone, and gouging away the soft and diseased structure. 

ANEURISMS OF THE ORBIT. 

The aneurisms which are met with in connection with 
the orbit, and which are commonly described as intrit- 
orbital, are of three kinds — 

1. The spontaneous or idiopathic aneurism. 

2. The traumatic aneurism. 

3. Aneurism by anastomosis, and noBVoid growths. 
The majority of the supposed aneurisms which have 

been diagnosed as intra-orbital have really been intra- 
cranial, the producing cause of the three prominent 
symptoms, proptosis, pulsation and bruit having been 
either some lesion of the carotid artery in or adjoining 
the cavernous sinus, or some obstruction in the ophthal- 
mic vein, or in the cavernous sinus. 
The two following are illustrative cases :— 
Mr. Nunneley has reported the post-mortem ex&t&vsAf- 
tion of a patient whose right covamoTi ^^xq?C\^V^ *Cwt^ Vst. 
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the relief of a supposed orbital aneurism. The operation 
was performed in August, 1859, and the woman died of 
serous apoplexy on February 27, 1 864. " On the right 
side of the sella turcica was found a circumscribed anea- 
rism of the ophthalmic artery, just at its origin, as large 
as a hazel-nut, which was filled with a dense solid r^ 
clot."* 

In this case the aneurism was intra-cranial. 

In a case in which Sir W. Bowman tied the carotid 
artery of a woman, aat. forty, in King's College Hospital, 
on February 27; 1808, all the symptoms plainly pointed 
to intra-orbital aneurism. 

The following abstract is taken from the report of the 
case and the post-mortem examination maide by Mr. 
Hulke.t " The operation was accomplished without diffi- 
culty and with the least possible interference with the ad- 
jacent structures The pulsation and bruit hitherto 

felt and heard over the front of the eye at once ceased. 
On the morning of the 10th there was a slight oozing 
of blood from the wound. On the 11th, thirteen days 
after the vessel was tied, the ligature came away. Un 
the following morning there was free haemorrhage, and, 
after repeated recurrences of the bleeding, she died on 
the 17th." 

At the post-mortem examination by Mr. Hulke, " the 
double bend of the internal carotid artery resting against 
the side of the body of the sphenoid bone, together with 
the carotid and cavernous plexuses of the sympathetic 
nerve, were bathed in ichorous serum ; but the artery 
itself was not dilated, and its inner surface had a perfectly 
healthy appearance. The ophthalmic artery and its 
branches were traced with great care ; they were not at 

all dilated, nor more numerous than usual The 

ophthalmic vein seemed much enlarged, and had the ap- 
pearance of a varix. By comparing it with the vein of 
the other orbit, the enlargement was seen to be due to 
thickening of its coats, and not to any dilatation of its 
calibre. Where the vein opened into the cavernous sinus 
it was obstructed by a softened, degenerated clot, similar 
to that in the sinus ; this clot stretched along the trunk 
of the vein into the orbit, but here, and in the tributary 
branches of the vein, it was evidently of more recent 



* Medico- Chir)ir^wi\'lT«ci?,?tc.\\ou^,voLxlviii. 1866, 
t Boyal London Op\\l'^«^xa\G'a.o«^^^^^^«^^^%»^^-'^^^ 
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date than tbat which blocked the mouth of the vein at 
the cavernous sinus. 

In some after-remarks, Mr. Hulke says : — " The plug- 
ging of the trunk of the ophthalmic vein, where it 
joins the cavernous sinus, by obstructing the return of 
blood from the orbit, accounts for the protrusion of the 
eyeball, and perhaps also for the pulsation which was felt 
when the fingers were laid on it ; because each diastole 
of the ophthalmic artery must have been attended by a 
general momentary increase of the whole quantity of 
blood in the orbit ; because its exit through the ophthalmic 
vein was cut off, and the resisting bony walls or the orbit 
could permit a distension in front only.'* 

One case of aneurism of the ophthalmic artery of both 
sides has been recorded by the late Mr. Guthrie. The 
disease was diagnosed during life and verified after death, 
when " an aneurism of the ophthalmic artery was dis- 
covered on each side, of about the size of a large nut." 
....** The disease existing on both sides, prevented an 
operation on the carotid being attempted, to which indeed 
the patient would not have submitted."* 

Cases have been recorded of aneurism of the central 
artery of the retina. In a patient under Dr. G. Sous, of 
Bordeaux, the disease was diagnosed during life by the 
ophthalmoscope, the distended vessel appearing as an 
ovoid tumour on the left optic disc.f 

Mr. Rivington, in his valuable paper in the ** Medico- 
Chirurgical Transactions," vol. Iviii. p. 213, ^ves a 
resume of the recorded post-mortem examinations of 
cases of intra-orbital aneurism, of which the following is 
an abstract. He says, ** The only true basis for the patho- 
logy of intra-orbital aneurism is the result of post- 
mortem examinations. Out of the 73 cases adduced in 
this paper, opportunities for examination of the parts 
after death have been presented in 12 with the following 
results : — 

1. "In one case only — the case of Guthrie — ^has there 
been found any aneurismal affection within the orbit, and 
in this case an ordinary circumscribed anewdsm existed an 
each ophthalmic artery^ 

2. "In one case — the case of Dr. (Ettingen, of Dorpat— 



' Lectures on the Operativo Swr^erj oVOc^^"^!^^*^^* 
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inflammatory miscbicf within tho orbit lea,ding to plug- 
ging of the orbital veins was diagnosed. At the post- 
mortem, two years later, Dr. CEttingen found no changes 
in tho arteries, but evidences of past inflammation of the 
orbital tissues and partial ohliieration oftlie orbital veina," 

3. ** In the remaining ten cases the affection was caused 
by some disease of the blood-vessels immediately behind 
the orbit. 

4. ** In two of these ten cases no arterial lesion wTiaiever 

was discoverable InhoWitOhstructiontoilhepcLSsa^s 

of blood from the orbit through tlie intra-cranial sinuses 
appeared to be the cause of the affection." 

0. "In one idiopathic case which Mr. Nunnelej had 
cured by ligature, post-mortem examination five years 
afterwards showed a circumscribed aneurism of the 
ophthalmic artenj at its origin from the internal carotid, 

6. "In three idiopathic cases, rupture of an aneuris- 
mal internal carotid in the cavernoiis si/nus was dis- 
covered." 

7. '* In one case, the affection appears to have resulted 
from siinple dilatation and athcfi'omatous degen^rcUion of 
the internal carotid artery in the cavernous sinus." 

8. " In three traumatic cases a direct communication 
between tlie carotid artery and the cavernous sinvs was 
found. In one case, the carotid artery was nearly torn 
across, in the two others there was a small hole in the 
artery." 

1. The spontaneous or idiopathic aneurifon is 
generally due to disease of the arteries, through which 
their coats either yield, or one or more of them give way 
before the pressure of the blood. The spontaneous 
aneurism may be either ti'ue or false. By the term true 
is understood a simple circumscribed dilatation of the 
three coats of the artery ; whilst the title false is im- 
properly applied to the most usual form of aneurism, in 
which the middle and internal coats have given way, and 
the sac is composed of the external or cellular coat. The 
true or false aneurism may become a diffuse aneurism 
by a rupture of its coats and an extravasation of blood 
into the surrounding tissues. 

2. The traumatic aneiirism is the result of an injury, 
and is a "diffuse aneurism." From a wound in the 
artery the blood is extravasated, and a sac is formed 
by a condensation of the a\irronnding tissues, with which 
sac the artery commumcaX^^. 
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Traumatic aneurisms in the orbit, or in its close 
proximity, are usually produced by blows on the orbit, by 
falls from a height, by punctured wounds of the orbit 
with a stick, the end of an umbrella, or a foil, or some 
other form of injury. 

The early symptoms of traumatic aneurism in or near 
the orbit are often masked by the head symptoms, which 
have immediately followed the injury. 

In some of the cases of pulsatmg exophthalmos which 
have been supposed to have been intra-orbital aneurisms, 
the post-mortem examinations have shown that the 
svmptoms were caused by the rupture of an aneurism of 
the carotid artery into the cavernous sinus. 

The symptoms of pulsating exophthalmos or 
so-called intra-orbit^ aneurism, when well marked 
are proptosis or protrusion of the eye ; pulsations, to be 
felt with a slight pressure of the fingers on the eye, and 
which are synchronous with the pulsations at the wrist ; a 
bruit to be heard by placing the stethoscope either over 
the eye, with the lids closed, or on the side of the temple ; 
pressure on the common carotid at once arrests the pulsa- 
tions and bruit, and causes a diminution of the proptosis ; 
swelling of the lids, and redness and oedema of the con- 
junctiva. There is frequently a limitation of the move- 
ments of the globe, and in some cases paralysis of one or 
more of the ocular muscles. There is usually pain, and 
in addition, noise in the head, compared by one patient 
to the whirring sound of a steam-engine or thrashing 
machine, and by another to the blowing of a pair of 
bellows. In some cases a distinct pulsating tumour may 
be felt in the upper region of the orbit ; but in others 
there is a marked abseuce of anything like a circum- 
scribed swelling. 

The first symptoms in the majority of the cases are 
very sudden ; but in a few recorded cases they have come 
on gradually. 

The suddenness of the first symptoms is well illustrated 
in the following extracts from four of the reported cases : — 
Mr. Travers,* m the account of the patient whose carotid 
he tied successfully, says, " she felt a sudden snap on 
the left side of her forehead, which was attended with 
pain." 

Mr. Dalrymple, in citing the history of the case in 

* Medico-ChirurgicalTraTkaac\AOTi%^^^\v^^^« 
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which ho ligatured tho carotid for aneurism of the orbit, 
uses the patient's own words : ** The attack was gndden— 
instantaneous" .... "hearing a noise as of the cracking 
of a whip, and feeling at the same moment an extra- 
ordinary kind of pain in the globe of the left eye, she 
awoke in groat alarm and leapt out of bed."* 

In the report of another of Mr. Nunneley's cases, in 
which he tiea the carotid, it is stated that " as she stooped 
down to take off her shoes, she suddenly felt something 
give way in the left eye, as the crack of a gun."*!" The 
poor woman died on the sixteenth day after tne operation. 
On a post-mortem examination " the lefb carotid on 
emerging from the bonjr canal at the origin of the oph- 
thalmic artery, was decidedly eDlarged, and filled with, 
and surrounded by, a nodule of coa|^lum of the size of a 

large horse-bean. The right carotid was normal 

The ophthalmic artery was considerably dilated, its coats 
thickened with atheromatous patches ; two of its branches, 
particularly the inner, were distended and filled with 
coagulum. 

Lastly, in the report of " a case of pulsating tumour," 
in which Sir W. Bowman successfully tied the common 
carotid artery in a woman sat. forty-one, the patient states 
" that she had always enjoyed good health until two days 
after Christmas, 1859, when, as she was in the act of 
washing some linen, she felt a sudden acute pain on the 
right side of her head, and from that time she has had 
an unremitting * noise in the head, which she says sounds 
like the puflB.ng of a steam-engine when at work.* "J 

In each of these four cases a series of distressing 
symptoms followed immediately on the first indication 
that some vessel had been ruptured. 

Treatment of so-called Intra-orbital Aneurism 
or Pulsating Exophthalmos. — There are only two 
methods of dealing with such cases — 

(1.) By digital compression of the carotid artery. 

(2). By ligature of the vessel. 

In all cases where it is practicable digital compression 
should be first tried. 

In July, 1856, a female patient with aneurism of the 
ophthalmic artery, under Professor Gioppi, of Padua, was 
successfully treated in this manner. " A second case, in 

♦ Medico- Chimrgical Transactions, vol. vi. 1816. 

t Ibid., vol. x\u. \%b^, T^^. Vi^ wAY%<^. 

t Royal London OphXk^^imc■H.oft^^x»^'B.e^QT^%^^^/'fi:\,'^."^J^ 
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whicli a formidable aneurism of the ophthalmic artery, in 
a patient the subject of aortic and cardiac disease, was 
cured by digital compression, was published in 1858 by 
Drs. Vanzetti and Scaramuzza."* It is not necessary that 
the compression should be continuous — it may be inter- 
mittent, being applied only five or ten minutes at a time, 
according as the patient can bear it. If this treatment 
fails to effect a cure, the carotid should be tied. It is an 
operation which has been frequently performed and with 
good success. 

3. Aneurism by Anastomosis is usually con- 
genital, although it may not be detected until by its 
mcreased growth it has made itself manifest by extending 
beyond the orbit. It consists of a morbidly developed 
network of capillaries in the subcutaneous ceUular tissue, 
forming a prominence beneath the skin, which increases 
in size, and is rendered turgid by laughing or crying. 
To the touch it has a tough, doughy feeling, quite dis- 
tinct from fluctuation. 

Treatment. — When the vascular growth is of limited 
extent, and is only a short distance within the orbit, it 
may be surrounded subcutaneously with a ligature and 
tied. The same proceeding may be adopted to a portion 
of a growth of a larger size which extends beyond the 
orbit. There are, however, cases to which this plan of 
treatment is inapplicable, as when the growth pulsates, is 
of great dimensions, bulges the eye, and is rapidly in- 
creasing. For such tumours the effect of temporary 
pressure with the finger on the carotid should be tried, 
and if this fails in arresting the pulsations and in re- 
ducing the fulness of the growth, the carotid arteiy 
should be ligatured. Mr. Haynes Walton succeeded in 
curing a large aneurism by anastomosis of the orbit in a 
child four months and three weeks old, by tying the 
carotid artery. After the operation, the protrusion of 
the eyeball vjas sensibly diminished, and the child re- 
covered without a bad symptom.f 

Dr. Althaus speaks highly of the success he 'has 
obtained from the electrolytic treatment of vascular 
growths.J Although in his book on this subject he has 



* Holmes's System of Surgery, vol. iii. pp. 423, 424. 
t Haynes Walton, On the Surgical Diseases of tha il^^^*L\sA. 
edition, p. 230. 

t On the Electrolytic Txe».ime>\i\. onl^»Dass^»%« 
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not related any cases of large anenrism by anastomosis 
in which he has nsed electroljrsis, yet it is a remedy which 
fairly commends itself for trial iSefore resorting to liga- 
ture of the carotid. 

The plan of injecting vascular tumours of the orbit 
with coa^lating naids, such as a solution of tannin or 
of perchloride or iiersulphato of iron, is frangbt with 
danger, and has terminated fatally in several cases. 

Venous Neevus of the Orbit is a congenital afiEec- 
tion. It may not become manifest until many months 
after birth, when by its increase of size it causes a 
bulging forwards of the eye. The diagnosis of this rare 
affection is obscure and difficult. There is protrusion of 
the eye, which varies in degree, being greater at one time 
than another, and increased by any strong emotion, such 
as crying or laughing. An examination with the finger 
round the orbit may fail to detect any tumour imme- 
diately within the orbital edge, the vascular growth being 
placed directly behind the eye and at the bottom of the. 
orbit. If, however, the nsBvoid tumour has advanced 
sufficiently forward to be detected by the finger, it will be 
felt as a soft, cushiony, elastic mass, and will yield no 
pulsations. 

In some cases the naevus of the orbit extends into the 
cellular tissue of one or both eyelids, producing a soft, 
doughy swelling which causes a partial closure of the lids 
over the eye. 

Prognosis. — 1. A venous nsevus of the orbit may 
gradually diminish iu size as the child advances in years. 
2. It may remain stationary, or its increase may be so 
slow as to occasion no serious inconvenience. 3. It may 
steadily or rapidly increase in size, so as to canse a pro- 
trusion of the globe, and to such a degree as to induce 
suppuration of the cornea, from the front of the eye being 
forced beyond the protection of the eyelids. 

Treatment. — There are two methods of dealing with 
a venous naevus of the orbit, when, either from its size or 
rapid increase, active treatment is rendered necessary : — 

1. The superficial portion of the growth which affects 
the lids may, when practicable, be ligatured subcuta- 
neously; or inflammatory action sufficient to induce 
coagulation oi the blood within the vessels may be excited 
by pricking the tumouT «ut laa:^^ ^^ybJu^ ^^nSUoL^Tyaodle. 
pointed cautery, ma^e Vot «k» ol\«ti. ^ tq».i \sfe T^«55ss3«Sk.\s^ 
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the flame of a spirit-lamp. The deeper part of the vas- 
cular growth within the orbit may be treated by the 
actual or galvanic cautery applied at two or three points 
through the integument close to the margin of the orbit. 
Mr. Spencer Watson has related in the dth vol. of the 
"Transactions of the Clinical Society," a case of exten- 
sive venous na3vus of the orbit, which he obliterated 
partly by ligature, and partly by the use of the actual 
cautery to the tumour within tlie orbit. 

2. The naevoid tumour within the orbit may be excised. 
This operation, however, should not be attempted unless 
the growth is producing great proptosis of the globe, 
sufficient to render active interference absolutely neces- 
sary, and to justify the sacrifice of the eve, as before 
the venous tumour can be reached, the globe must be 
enucleated. After the removal of the eye the naevoid 
tissue should be drawn forwards with a pair of toothed 
forceps, and then rapidly cut away with a pair of blunt- 
pointed scissors curved on the flat. When the greater 
part of the vascular tissue has been excised, the bleeding 
will have probably diminished, and all further haemor- 
rhage may be arrested by plugging the orbit with small 
pieces of sponge soaked in the liquor ferri persulphatis, 
and afterwards applying a firm pad of lint with a 
bandage over the closed lids. 

The injecting the vascular growth with astringent 
solutions is accompanied with great danger to life, as 
already stated in the preceding section, and should not 
be attempted. 

The following case of venous nsevus of the orbit came 
under my care at the Koyal London Ophthalmic Hospital, 
and was treated by excising the nsBVOid growth : — 

Ou November 8, 1870, a little child, aged three years and two 
months, was brought to the hospital with a great protmsion of the 
left eye, and evidently suffering considerable pain. The eye was 
bulged fully half an inch beyond the boundary of the orbit, but 
the child was still able to close the lids over it. The globe was 
projected directly forwards, and no tumour could be felt with the 
finger around any portion of the circumference of the orbit The 
cornea was perfectly clear, and the eye otherwise healthy. The 
mother stated that the eye had begim to protrude about six 
months previously, but that the bulging haa remained almost 
stationary until ten or twelve days before her application to the 
hospital, when, without any apparent cause, the protrusion of tha 
eye became rapidly greater, and bft.d amt^ \Tict«».^fc\ ^aS^'^ « 

A3 it was difflcult to decide otx \Xift rnVm?* o\ SJaa \.^ssasssa^N26s. 
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child was kept under obscrration, and ordered to attend regnlarij 
as an out-patieut. 

On Novombor 18, the cbild was admitted with the mother into 
the hoRpital, as the scvority of the symptoms had greatly increased. 
The oyo was much more bulged from the orbit ; it lubd lest the 
protection of the lidH, which could no longer be closed over it, 
and from the consequent exposure, the cornea was beginning to 
suppurate ; the lower half of it was semi-opaque, and the con- 
junctiva of the globe was chemosed. The child was evidently in 
great ^lain, constantly moaning, and unable to sleep except in 
short snatches. To relieve the sufferings of the child, and also to 
obtain a correct knowledge of the growth behind the globe, I 
decided to remove the eye. On dividing the optic nerve with 
the scissors, a copious stream of blood followed, and the tumour 
witliin the orbit at once collapsed to nearly one-half its former 
size. 

On examination, a vascular growth, composed of large veins, 
with a cellular matrix, was found to occupy the orbit. Drawing 
the nmvoid tissue out of the orbit with a pair of forceps, so as to 
keep it on the stretch, I excised the greater portion of it, leaving 
only a small part of the tumour at tlie apex of the orbit. The 
cavity was then plugged with a small piece of sponge soaked in 
the liquor fcrri perchloridl, and a compress to arrest further 
hemorrhage was applied over the closed lids with a flannd 
bandage. 

The child recovered without a bad symptom, and has since con- 
tinued well. 
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The three symptoms which characterise this extraordi- 
nary affection are ; exophthalmos of both eyes, enlarge* 
ment of the thyroid gland, and palpitation of the heart. 
To these may be added anasmia, derangement of the func- 
tions of one or more of the visceral organs, and a peonHar 
capricionsness of temper ; but these signs are not diag- 
nostic, as they are common to other diseases. Exoph- 
thalmic goitre is more frequent among women : thus, 
" of fifty cases of this complaint collected by Withuisen, 
onlj eight occun*ed in males."* I shall first briefly de- 
7 scnbe the group of symptoms which mark the disease, 

] and then refer to each in detail. 

I Symptoms. — The first symptom is usually palpitation 

I of the heart, which steadily increases, and is aggravated by 

\ mental emotion or exercise. The eyes seem to grow lai^e, 

and the friends notice that they begin to protrude, and 
the thyroid gland expands. The patient suffera from 
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paroxysms of dyspnoea, with violent palpitations, and a 
sense of fulness of the eyes and throbbing of the carotids. 
Associated with these symptoms there is usually anaemia, 
irregular action of the bowels, an uucertain appetite, and 
if the patient be a female, amenorrhoea. Trousseau 
lays emphasis on the change of temper, which from 
being even becomes capricious and irritable, and is often 
the first indication of there being some constitutional 
malady. 

The Exophthalmos, or protrusion of the eyes, is the 
symptom for which the ophthalmic surgeon is most fre- 
quently consulted, and it is the one which often causes 
the greatest amount of anxiety to the patient. As the 
disease advances the bulging increases, sometimes to such 
an extent as to • prevent the lids from closing over the 
globes. When this happens, the eyes suffer from expo- 
sure and become liable to frequent attacks of inflammation. 
In a poor girl, set. eighteen, who was under my care at the 
hospital, the eyes continued to protrude more and more, 
until at last, having lost much of the protection of the lids, 
both eyes became acutely inflamed, and both cornese sup- 
purated. I frequently see this patient, and so prominent 
are the shrunken globes, that although both are contracted 
to at least one- third of their original size, the lids when 
shut cannot cover them. Notwithstanding the prominence 
of the eyes, the sight is generally but little affected. 
In the case to which I have just referred, the girl 
could see to read and write well before her eyes became 
inflamed. 

Hypertrophy of the Thjrroid. — The whole gland is 
usually enlarged, but, according to Graves, Stokes, and 
Trousseau, the right lobe is the more affected of the two. 
In three out of the four cases of exophthalmic goitre re- 
lated by Morell Mackenzie,* the right lobe was the larger, 
and in the fourth both lobes were equal. The increase 
in the size of the thyroid is at first almost imperceptible, 
but after it has attained certain dimensions it is produc- 
tive of distressing symptoms from interfering ^ith respira- 
tion when the patient is in the recumbent position. With 
the hypei-trophy of the gland tissue there is dilatation of 
the vessels of the gland, and this can be easily recognized 
in severe cases by placing the hand over the thyroid, when 
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it will be felt to expand sjncbrononsly witb tbe pulsations 
of the carotids. 

Palpitation of the Heart. — This is a very constant 
symptom, and asnally the one which first attracts the 
patient's attention. Tronssean says : ** The valvular 
sounds are exaggerated, and are generally accompanied 
by a soft systohc bellows-murmur, audible in the large 
arteries also. The carotids pulsate more forcibly than 
natural, and they as well as the jugular veins have a 
share in the production of the sounds heard over the en- 
larged thyroid." * The palpitations appear in the early 
stages of the disease to be due to functional derangement, 
but in the later there is frequently dilatation of the 
cavities of the heart. 

Derangement of the Visceral Organs. — The ap- 
petite is variable — at one time good, at another almost 
wanting. The bowels are irregular in their action, one 
patient suffering from repeated attacks of diarrhoea, 
whilst another is troubled with flatus and constipation. In 
females there is almost always amenorrhcea. Trousseau re- 
marks : ** In the beginning, menstruation is only disturbed, 
but it is after a time completely suppressed, and hopes 
of a favourable issue are not to bo entertained until this 
function is perfectly re-established. ''f 

Anaemia generally attends this disease, but it is by 
no means an essential condition, as exophthalmic goitre 
may exist in robust and florid-looking patients. 

Treatment. — Dr. Trousseau says : " I can from ex- 
perience recommend you to have recourse in this singular 
affection to bleeding, digitalis, and hydropathy." J The 
first and last of these remedies I have not tried, but digi- 
talis I have frequently ordered, and always with benefit. 
The iodide of potassium generally fails to do good in 
these cases; it depresses too much, and frequently in- 
duces iodism. From the usually ansBmic state of the 
patient, iron would naturally be suggested, but with the 
rapid pulse which mostly accompanies this disease, the 
drug IS badly borne, and aggravates the symptoms. 
During the paroxysms of dyspncBa ice should be applied 
over the thyroid and over the prsBCordial region in an 
india-rubber ice-bag, and the tincture of digitalis V\ 10 
to m 15 prescribed every two or three hours, keeping a 

♦ Trousseau's C\m\c»\lfi.c^cmft,^^^.^Q^. ^^.^^OiA*^. 646. 
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careful watcli over the patient during its administration. 
In the intervals between the paroxysms small dose» of 
the tincture of digitalis, combined either with the mineral 
acids or with an alkali, according to the special indica- 
tions of the case, will be found of service. If there is 
habitual constipation, the bitter waters of PuUna, Fried- 
richshall, or Kissingen may be also prescribed. In 
female patients, when there is scanty menstruation or 
amenorrhcea, means should be taken to restore the uterine 
functions. In cases which have resisted medicinal reme- 
dies, I would certainly try a course of hydropathy, with 
the hope that by acting freely on the skin the patient 
may gain that relief which other treatment has faUed to 
afford. 

TUMOURS OF THE ORBIT. 

TXTUOnitS OF THE OHBIT may be divided into four 
classes :— 

1. Those which originate within the orbit. 

2. Those which commence within the eye, and after- 
wards extend to the orbit ; or reappear in the orbit after 
the eye has been excised. 

3. Those which have their origin at some site beyond 
the eye or the orbit, but have extended into the orbital 
cavity. 

4. Congenital tumours of the orbit. 

It would be out of place to discuss in this manual the 
nature and progress of all the varieties of tumours which 
may affect the orbit, as nearly every form of tumour 
which may grow elsewhere may spring up also in this 
locality. 1 shall therefore allude only to those growths 
which have some special bearing on the treatment to be 
pursued for their removal. 

1. Tumours which Originate Within the Orbit 
soon manifest their presence by the pressure they exert on 
the eye. As the growth advances, the globe is protruded 
in one or other direction, according to the position the 
tumour occupies in the orbit. All sight may De destroyed 
by the pressure on the optic nerve, or by the stretching 
and extension of the nerve from the protrusion of the 
eye ; or, if the exophthalmos is great, the lids may fail to 
cover the globe, and the comea "m^k.^ \3Xc.^x^\»^ ^aa^ ^^s^'^ga. 
from exposure. It is, however, oiVftXL «A\«\3cv5^avNi%HRfc -^^v^sis* 
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an extent tha eye may ba projected, and tlie optio nerre 
consequently stretched, nithoat prodacmg an^ sreat im- 
pairment of vision ; and aliio how the lost sight will be 
regained after the eye Uas been restored to its proper 
position within the orbit by the removaj of the moroid 
growth. The tumoure which originate within the orbit 
may be benign, recnrrent, or malignant ; and may be ex- 
tirpated with more favonrable prospects of success than 
tliose which first show themselves within the eye. 

Of the benign growths we have cysts of the orbit, and 
fibrous, bony, and cartilaginous tumonrs. 

CjBtB of the Orbit are of variouB kinds. Tlie moat 
freqnent are the atheromatous and the steatomatons ; but 




Fig. 87 is drawn from the pliotogrnph of a p&ttent &\>m 
whom I rdnoved a Urgs hydatid cyst of the orbit, whjoh 
pressed upon the optic aerto and produced 'a remarbUy 
"choked disc" Tho case is related in tbe Clinii^ Trans- 



serous, hydatid, and other forms of cysts are also met 
with in this locality. The most satisfactory method of 
dealing wit^ cysta \b to dissect them out, but this is 
often extremely ^ffieaft, o.Tii owyiawjiisffi--5 \Ta.^Taoticable 
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themselves amongst the orbital muscles that it is hard to 
follow them ; and their walls are frequently so thin that 
they either give way, or are punctured during the opera- 
tion, and their contents having escaped, it becomes almost 
impossible to identify them from the structures in which 
they are buried. Unless the cyst is completelv excised it 
is liable to grow again. If the cyst is large, and on making 
an exploratory incision into it, its contents are found to 
be fluid, one or two strips of lint may be introduced into 
its cavity, after it has emptied itself, with the object of 
exciting sufficient inflammatory action to cause oblitera- 
tion of the sac. Occasionally an orbital cyst will be found 
to contain hydatids, which may be either echinococci or 
cysticerci. 

Fibrous Tumours usually grow from the periosteum 
of the orbit, to which they are attached by either a 
broad or pedunculated base. They are often situated 
near the edge of the orbit, from which with care 'they 
may be removed without injury to the eye. These 
tumours, when carefully dissected out with the portion 
of the periosteum from whicJh they have sprung, do not 
reappear. 

Bony and Cartilaginous Tumours.— The exact 
nature of these growths can only be ascertained by an 
exploratory incision, when, if they are attached bv a short 
pedicle, they may be removed. Occasionally, however, 
their base is so extensive, and their structure so dense, 
that it is impossible to take them completely away. For 
the excision of these tumours the operator should be pro- 
vided with small bone forceps, a bone chisel, a gouge, and 
an elevator, as even when the pedicle is small, it may be 
impossible to detach it without the use of some bone in- 
struments. In one case I succeeded in splitting off with 
a small bone chisel a bony tumour from the inner side of 
the orbit, which had a base f of an inch long and a J of 
an inch wide. 

A very instructive case of " a large orbital and intra- 
cranial ivory exostosis " is reported by Mr. Tweedy,* in 
which he succeeded in removing the orbital portion of 
the growth by a drill worked by a powerful Archimedean 
screw. He says : — 

By means of drills of various sizes I managed to bore a large 
]iumi>er of tmmels in various directions through the base of the 



♦ Bojrtd London Ophthahnic HoBp\Wl"B»^x\»,^^,:t.^.VJA' 
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growth, parallel with the upper and inner walls of the orbit. I 
then cut through the narrow bony septa, between the borings, with 
a stout carpenter*s chisel. When the chisel had made its way 
deep enough to act as a wedge, I gave a few energetic blows with 
the mallut, and succeeded in breaking off the whole of the orlktal 
portion of the growth. When this was accomplished the orbital 
cavity seemed almost normal in size and shape, though it was 
obvious that a largo mass forming the base ol the growth still 
remained behind. 

A week after the operation the man got oat of bed, and seemed 
to be in perfeat health. The discharge from the wound gradually 
diminished, and the inflammatory swelling steadily subsided. 

The progress of the case continued to all appearance satisfactory, 
and altogether devoid of anxiety and trouble, till the morning of 
September 2, or exactly one calendar month from the day of 
operation. 

On September 1 the man had been exercising as usual in the 
ward and in the out-buildings of the Hospital, seemingly in perfect 
health and strength. At 8 p.m. he complained of slight pain at the 
top of his head. This he himself ' ascribed to cold. He had a 
disturbed night, and at 10.30 next morning his temperature suddenly 
rose to 102'' F., and the pulse went up to 80. The skin was 
dry, the tongue was clean, and the bowels were free. The head 
symptoms rapidly increased, the patient became comatose and died. 
At the post-mortem examination it was found that the greater part 
of the exostosis was in the loft anterior cranial fossa. It aad 
originally sprung from within the left frontal sinus, and had grown 
chiefly upwards. " 

Of the malignant and recurrent growths which 
may originate within the orbit we have the varieties of 
sarcomas, the scirrhons and occasionally- the mednllarv 
cancers. Most of the orbital tiimonrs, however, whicn 
have heen called mednllaiy cancers have been in adidts 
soft sarcomas, and in children gliomas which have ex- 
tended from the eye into the orbit. 

Of the recurrent growths the most frequent is the 
spindle or round-celled sarcoma. This ttunoar 
nsaally grows from the greater part of the periosteam ' 
lining the orbit, and can only be eradicated by com- 
pletely extirpating it, and then destroying the whole 
of the surface from which it springs. This is best done 
by nsing the chloride of zinc after the tumour has been 
excised in the manner described at page 401 in the 
Section on Treatment of Orbital Tumours. These re- 
current growths differ from the cancerous tomoors in 
that they do not invade the lymphatics or affect the 
neighbouring organs. 

There is anotnet ioxio. qI ?^xq>\Sl WTs^cx^r which is re* 
current, "but in a dxSfiTeu\. ^e^^^\a*Ocka ^\ia Nj^i&^^jSiss^ijg^ 
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to. It grows from only a limited area of the lining mem- 
brane of the orbit, it has a delicate investing capsule, 
and may bo pedunculated. When fairly excised with 
the portion of the periosteum to which it is attached, it 
does not return in the same locality ; but it reappears in 
other portions of the body, generally selecting for itself 
some fibrous expansion from which to sprout. I have 
had one such case under my care, and as it is an example 
of a rather rare form of disease I will briefly quote it. 

In May, 1866, I removed from the left orbit of a lady a fibroid 
tumour of six years' growth. It was pedunculated, enclosed in a 
delicate capsule, and attached to a small portion of the periosteum 
of the outer wall of the orbit, which I also excised with the 
tumour. From this operation she rapidly recovered, and the eye, 
which had been considerably displaced, and impaired in vision, 
was restored to its normal position, and soon regained much of its 
lost sight. In March, 1867, the patient returned to me on account 
of a tumour which occupied the whole of the hard and a portion 
of the soft palate of the left side. It was irregular in outline, but 
perfectly smooth and very elastic. It was first noticed about four 
or five months previously as a small swelling in the upper part of 
the left hard palate. For the complete removal of the disease I 
excised the whole of the left side of the hard palate, and as much 
of the soft palate as was involved in the disease. From this opera- 
tion also the patient made a good recovery. In October of the 
same year she again came to me : the disease had recurred on 
the hard palate of the right side. There was also a fibroid tumour 
in the parotid region on the same side of the face, which had 
existed some years, and had now begun to increase in size. I 
accordingly removed with the gouge the tumour in the ^late, 
scooping away the periosteum and the corresponding portion oi 
bone to which the growth was attached, and excised the parotid 
tumour. From this operation the patient soon recovered, and up 
to March, 1880, when I saw her she had continued without a 
i*ecurrence of the disease. 

2. THE TUMOUBS WHICH FIBST COMMENCE 
WITHIN THE E7E, AND AFTEBWABDS EXTEND 
TO THE OBBIT ; OB. BEAFFEAB IN THE OBBIT 
AFTEB THE E7E HAS BEEN EXCISED, are the sar- 
comas and melanotic sarcomas of the choroid, and the 
retinal gliomas. (See Intra-Oculab. Tumours, page 205. 
For treatment, see page 401.) 

3. TUMOUBS WHICH HAVE THEIB OBIQIN AT 
SOME SITE BE70ND THE ETE OB THE OBBIT, 
BUT HAVE EXTENDED INTO THE OBBITAIi 
OAVTTY.— Such growths may spring from the aivtxvMSjL^ 
the frontal fiinases, the lachTymaX QQji^%, qx \xq\s^^^^c^ ^ 
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the bones whicli Help to form the base of the skull, as 
the pterypfoid processes, or the body of the sphenoid. In 
all caHes they should, if practicable, be removed, and at 
as early a period as possible. Examples of remarkable 
displacement of the eye from such growths encroaching 
on the orbit, will be K>und in Heath's valuable book on 
" Injuries and Diseases of the Jaws," third edition, pages 
270 and 281. ' 

4 CONaENITAL TUMOTXBS OF THE OBBIT are 
very rare. The following is an abstract of the report of 
the only case of this kind which has come under my care.* 
In May, 1882, 1 excised the eye of a child only two days 
old, on account of a congenital tumour of the orbit^* which 
had completely extruded the eye from between the lids. 
The little patient was taken to the Boyal London 
Ophthalmic Hospital, suffering from complete exophthal- 
mos, which was congenital, and evidently due to an 
orbital tumour. I removed the eye, and for a time the 
child did well. The child lived until the middle of the 
Au^st following, and had been in fairly good health 
until within two days of its death, when convulsions came 
on, which wore followed by coma. The post-mortem and 
microscopical examinations were made by Mr. Milles, 
then curator of the museum. The following is an 
abstract of his report : — A large tumour was found pro- 
jecting from and filling up the right orbit. On open- 
mg the skull, the upper surface of the brain and its 
membranes were quite healthy. On the under surface 
there was a distinct impression in the right middle lobe, 
produced by the projection of several cysts from the 
sphenoid bone. There was well-marked basic meningitis, 
confined chiefly to the right side. The tumour seemed to 
have originated in the body of the sphenoid bone, and 
to have grown forwards, filling up the cavity of the 
orbit, and pushing the eye in front of it. The tumour 
was pretty solid, but contained numerous cysts in its 
substance. Under the microscope the tumour was found 
to consist of several varieties of tissue in different stages 
of development. The most noticeable were patches of 
hyaline cartilage of a spherical or oblong shape ; these 
were often surrounded by a zone of spindle cells, with 
a distinct gradation from cartilage cells. Numerons cysts 

• Transactions olttiQ"Pa\Xvo\o^caCL^o<i\^\.lA^'^^^ 
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of all sizes were scattered through the tumour. The 
walls of the cysts were usually lined by pavement 
epithelium. In places small cysts were seen to be pro- 
jecting from the walls of the larger ones. The more 
solid part of the tumour consisted of masses of round cells 
like embryonic tissue, spindle cells, and more fully de- 
veloped fibrous tissue. There was evidence of formation 
of glandular structure at several parts. The micro- 
scopical examination showed that the tumour was 
evidently one of embryonic origin, with an attempt to 
develop mto the lower forms of connective tissue and gland 
structure. 

Mr. T. Holmes has recorded the successful removal of 
a congenital tumour of the orbit, from a child aged seven 
weeks. On examination the tumour was found to consist 
of ** a large mass of substance much resembling udder, 
of a hard uniform feel, and white colour, — not in any 
respect resembling malignant disease. . Numerous cysts, 
containing thin serum, had been laid open. Other smaller 
solid masses lay in the neighbourhood of the principal 
tumour.''* 

Treatment of Orbital Tumoiirs.— In all cases 
which admit of a reasonable hope of success, the morbid 
growth should be excised, and tne eye, if possible, saved. 
When the tumour is cancerous or recurrent, and occupies 
the greater part of the cavity of the orbit, the eye must 
be first enucleated, even though it stiU retain some sight, 
in order to afford sufficient space for the complete removal 
of the growth. The small fibrous, or bony and cartila- 
ginous tumours, or even cysts, may often lie taken from 
the orbit without injury to the eye. The morbid growth 
may be frequently removed by an incision through the 
conjunctiva, and especially if tne globe has been already 
excised ; but when more room is required, the external 
canthus must be freely divided, so that the lids may be 
turned either upwards or downwards, and thus the outer 
boundary of the orbit be completely exposed. Whenever 
there is any doubt as to the nature of the tumour, the 
surgeon should make an incision down to it, but be pre- 
pared to act at once upon the information which he tnus 
gains. In bony tumours the base is sometimes found to 
be so large, and the structure so hard, that it is more 



♦ Transactions of the Pathological Society, nc\. ta^,^.^^S>. 
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pmdent to close the wound than to proceed with the 
oi>eraition. This caution is speciallj applicable to the 
broad'baaed ivoiy eiostoaea which are occasioaallj met 
with in the orbit. For all the malignant and recmrent 
growths, the mere excision of the disease is not anfficieut, 
even thongh the whole mass be apparently taken away, 
as some germs will certainly be leit, which will in all pro- 
bability cause the tnmoar to grow again. Having exeised 
as much of the tumonr as cau with safety be removed 




Fig. SS ia drawn from the photograph of a patient with a luce 
meUiEotio sarconui of the eye which hod buret through the clobe 
■cd distended both eyelldB and filled tbs orbiti I removed the 
eye aod the tumonr from the orbit, and applied the chloride of dao 
paste in the way described in the next puBgraph, in April, 1B7S. 

with cutting inatniments, the actual cautery shonld be 
freely applied to those parts of it which still remain, and 
to all the bleeding pointe, When all hasmorrhage has 
been arrested, the chloride of zinc paste (F. 7), spread on 
flmall pieces oElint.BlvouViteWd evenly over the whole 
surface from wHc^i Ita gto^jfti \wa «^frsQ%, k maall 
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pledget of cotton wool stoald then be placed in the orbit, 
and over this a fold of dry lint, which la to be held in eiltt 
bj a bandt^e tied firmlj aroiind the head. Before the 
patient awakes from the chloroform, from one-Bixtb to 
one-third of a grain of the acetate of moTphia (F. 30), 
according to the strength of the patient, shonld be injected 
enbcataneonsly into the arm, and repeated in two nonra 
if the pain be severe. 




Jnly IS' 
wdl* 

In cases where I have excised the ejo with the orbital 
tnmoTir, and have been able to preserve the conjunctiva 
which covered the globe, I have adopted the following 
method of applying tho chlonde of zmo paste, in order 
to avoid the sloughing of the eyelids, which so frequently 

• Clinical8oo.Trs.n6aci.,-yo\Ai.-?.ft\- 
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happens from the action of the caustic extending to 
them : — 

After the eye and tumour have been excised, pressure 
is to be made in the orbit until all bleeding has ceased. 
The mouth of the conjunctival bag, from which the globe 
has been enucleated, is now to be held open with two 
pairs of forceps, whilst the chloride of zinc paste, spread 
on small strips of lint, is plastered round the sides of the 
orbit. A small piece of cotton wool is next introduced to 
keep the strips of lint in situ, and the mouth of the con- 
junctival bag is closed over the whole by a single continued 
suture. A &,yer of lint is then placed over the conjunc- 
tiva, and upon this the lids are closed and kept in position 
with a compress of lint and a roller. In this way I have 
destroyed the greater part of the contents of the orbit 
without affecting the lids. 

In removing tumours from the orbit, it should be 
remembered that the orbital plate of the frontal bone is 
frec^uently thin and soft from the pressure of the growth 
agamst it. Special care should therefore be taken during 
the operation to avoid applying force with any instru- 
ment against the roof of the orbit. Twice I have been 
present when cerebral matter was brought away with 
portions of the tumour during the operation. 

On the day following the operation the bandage may 
be removed, and if there is much tension of the lids from 
the stufl&ng within the orbit, some of the cotton wool may 
be gently drawn out, and a piece of clean lint being laid 
over the parts, another bandage should be lightly applied. 
The remainder of the cotton wool should be taken away 
on the second day, and a little more laid loosely within the 
orbit to absorb the discharge as soon as suppuration 
commences. This dressing may be repeated daily, but 
the pieces of lint on which the chloride of zinc has been 
apphed should not be removed until suppuration has 
quite loosened them from the surface against which they 
were placed. After about ten or twelve days the sloughs 
will separate from the orbit, and if any suspicious-looking 
granulations spring up they should be touched with the 
solid chloride of zinc, or with the potassa cum calce. On 
three occasions I have seen epileptic convulsions follow 
within thirty-six hours after the operation, but they 
have in each, instance ceased shortly after the removal 
of the cotton -wooV an^ \Xi^ Oc^orrAfe <5l •lIuc from the 
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orbit. The fits did not recur, and tha patients perfectly 
recovered. 

The sncoees of this mode of treatment iiaa been well 
proved, and two striking instances of its efficacy have 
been recorded in the " Patiiologioal TranBactions." The 
first was in a patient under the late Mr. De Morf^an, irho 
removed a large encephaloid tumour from the orbit. " It 
projected nearly four inches forward from the cheek on the 
onteide, and abont two inches and three-qaartera from the 
nasal side."* The man died one j^ear and sine months 
after the operation from paraplegia, bnt there was no 
return of the disease in the orbit. The acconnt of the post- 
mortem eiaroination will bo found in the " Pathological 
Transactions," vol. xviii. p, 220. 

The second case (Fig. 90) was a patient nnder my care 
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ia the Uiddleaex Hospital, from whom I removed a ecir- 
Thons tnmonr of the orbit,* and at the same time a 
Becoadary scirrhous tubercle in the akin in front of the 
ear and lying over the parotid gland. The whole of the 
bones of the orbit were detached in one piece (Fig. 91), 
and are to be seen in the Mnseum of the Middlesex 
Hoapital. The operatioa was performed in Febraary, 
1866, and Qp to the present time, Jnly, 1884, the patient 
has continued quite well and free from any recurrence of 
the disease. 

Fio. 01. 




ACUTE HTPLAmiATORT EXUDATION INTO 
THE OBBIT. — A case of this natnre was under the loint 
care of Dr. Goodfellow and myself at the Middleaei 
Hospital. It presented all the symptoms of a. rapidly 
increasing cancerous tumour; but after I had enucleated 
the eye, and escised the aolid ;frowth which filled the 
orbit, it proved on a microscopical examination to be per- 
fectly structureless, and was probably the product of acute 
inflammation, most liiely specific. The man continued in 
the hospital until his death five months afterwards, when 
ft post-mortem examination confirmed the diagnosis that 

• PuthologicalTre.DBs.itona.-^'A.i-Tto.is.'as^'aSi. 
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« 
sypliilis was the cause of the inflammatory exudation. A 
short account of the case is given in the Lancet, April 18, 
1868. 

Cases of acute inflammatory exudation into the orbit 
are no doubt rare, but I suspect that they are more fre- 
quent than the hospital records would lead us to antici- 
pate. It is only on this supposition that I can account 
for the occasional instances which one meets with in 
practice of the gradual subsidence without operative treat- 
ment of firm orbital tumours which had considerably dis- 
placed the eye, and had been readily felt with the finger 
in the orbit. 

In the treatment of these cases iodide of potassium, 
given in doses increasing gradually from three to ten 
grains twice or three times a day, afEords the best prospect 
of success. 

DISTENSION OF THE FRONTAL SINUS. 

The frontal sinus may be distended with pent-up secre- 
tion, or pus, and the tumour thus formed may so closelj 
resemble a growth from within the orbit as to render it 
difficult to arrive at a correct diagnosis without making 
an exploratory incision. In order to rightly estimate the 
displacement of the globe which an expanded frontal 
sinus may produce, it will be necessary to refer briefly to 
the anatomy of the dry skull. 

The frontal sinuses are two bony cavities placed between 
the inner and outer tables of the vertical portion of the 
frontal bone, completely separated from each other by a 
bony septum. Each of these spaces is subdivided into 
cells by delicate lamellas of bone. These cells extend 
upwards about one inch, gradually becoming narrower as 
tney ascend, until the opposed plates of the frontal bone 
come almost into contact, a thin layer of diploe only in- 
tervening. Forwards and outwards the frontal cells are 
prolonged between the layers of bone which form the roof 
of the orbit as far as the mesial line of that cavity, at 
which part they cease, from the opposed laminaa of bone 
falling together. The half cells which are seen in the dry 
frontal bone at the nasal notch are completed by corre- 
sponding half-cells on each side of the cribriform plate of 
the ethmoid bone. The frontal cells communicate with 
the middle meatus of the nose by means of tha \jx^5jss^- 
hnlmn, which is a long and loT\.uow^\iQ.iK^ ^"as^s^^^RKssiRs^ 
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ing the anterior ethmoidal cells with the frontal sinus 
above, and with the meatus of the nose below. 

The situation of the frontal sinuses is indicated on the 
exterior of the frontal bone by two prominences over the 
root of the nose, more or less strongly marked in all 
people, and called the nasal eminences. 

Such being the disposition of the frontal cells, it is easy 
to conceive in what direction a new growth, or an accu- 
mulation of fluid, would cause them to distend. Of their 
boundary walls the weakest is that towards the orbit, 
where the bony plate which separates that cavity from 
the frontal sinus is exceedingly thin, and often in the dry 
skull semi-transparent ; so delicate, indeed, in structure is 
the upper and inner part of the orbit, that the finger, in 
many of the dry preparations, may be easily pushed 
through it. 

Causes. — In most cases distension of the frontal sinus 
is due to an injury at some remote period, frequently at 
a date so far from the symptoms which first attractea the 
patient's notice, that it seems at first difficult to fairly 
conclude that the disease is the result of the accident. The 
extent, however, to which the sinus is often found dilated, 
and the time which must necessarily be consumed to effect 
this distension of a bony cavity, together with the oft-told 
tale of a blow or a fall years ago, can only lead to the con- 
clusion that an injury is the most frequent exciting cause 
of these accumulations. The explanation is probwjly to 
be found in the supposition that at the time of the acci- 
dent a fracture of some of the anterior ethmoidal or 
frontal cells produced a closure of the infundibulum, the 
canal by which the mucus from the frontal sinus escapes 
into the nose. This channel being closed, there is at 
once a retention of all mucous secretion, which from that 
time slowly accumulates and gradually expands the 
sinus. 

Fig. 92 is the drawing of a patient, est. fifty-eight, who was 
under my care with an enormous distension of the left frontal sinus. 
The disease in his case was fclearly traceable to a kick he received 
on the left eyebrow from a horse when four years old, fifty-four 
years ago. There was still remaining as the result of the injury a 
depression of the bone over the left eyebrow, and a scar on the 
inner side of the nose. The left eye was considerably displaced by 
the tumour ; it was half an inch further from the nose, and nearly 

an inch lower down in t\ie lace VXi'wa. its fellow on the opposite side. 

The eye was projected oulwaiAs, «qA. \Xvft ^^\Ksvy\. ^^k» ^^«.ble by 
any effort to draw it inwaxda. TYiQ \xmax "V^a^i q.\ >iXift ^^^ ^\ ^T\j»sKi. 
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at, but In the outer lift[f he conld count fingere, although he 
lable to read any sized t™. On the left side of the fiidge 
uose there w&s a Bmootfi, round, elastic swelling about the 
of half a lar^ walnut protruding from the Inner aide of the 



orbit. It varied in eiz:^, being much emailer when he 
morning, and larger when he want to bed at alght. There 
pain in the tumour, nor in the scar of the old injury. 



no. D2. 




On the parent's admiseioa into the hoepital I performed the 
operation I haTO described at page Hi, and passed an india-rubber 
draini^-tuba through the dletended sinus into the left cavity of 



noseaadoutof tUecorrc8pondingnostri],ai. . 

woodcut, Kg. 94. The conteuta oi the cyst couBisled aolely of a 
thick, dark, glairy fluid, eridontlj' the punt-up accumulation of 
many years' Becrelion of the lining membrane of the frontal ginna. 
A very slight amount ol irrilation followed this operation, and the 
patient in a few days expiCBsed himself greatly relieved of the 
BODse of weight which tiad lately oppressed liis brow. A free dia- 
chai^ drained through the tubo, which was shifted twice a day, 
■ud previous to each shifting the cavity of the cyet was thorooghly 
cleansed with a solution of carbolic acid, -n^iv ad aquie }j, which was 
squirted into the sinus through tha dnunage-tube. 

Gradually the discharge dimiutehed in quautilyi and as the cyst 
■walls contracted, the eye regained to a great eslent its proper 
position within the orbit. Tho tube was worn for nearly eight 
Bioaths, when, as all discharge had ceased, it was withdrawn. 
After the removal of the drainage-tu\» ttiBia -waa '\iA'. ». V-'' 
cpeaingat the inner angle of the oitat. 
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A case also is recorded by Mr. Hulke, of a girl, set. 
seyenteen, with great expansion of the right frontal sinus, 
which was evidently caused by an accident when she was 
five years of age. ** She foUn'om a window and received 
a cut over the right eyebrow. Her forehead was much 
bruised and swollen, and she had concussion of the 
brain."* 

There are, however, cases of distended frontal sinus in 
which no history of an iniury can be traced. The only 
conclusion which can then be drawn is, that from some 
accidental cause which we cannot detect, the communica- 
tion between the frontal cells and the nose through the 
infundibulum has been closed, possibly from some inflam- 
mation of the lining mucous membrane. This hjrpothesis 
seems the probable explanation of the following case 
of distension of the frontal sinus in a young girl who 
had never received an injury. Her mother dated the 
disease from an attack of erysipelas of the head and face 
when she was six years old:— 

Alice 8 , 89t. twenty-one, came under my care at the Ophthal- 
mic Hospital, on April 6th, 1869, on account of a tumour on the 
inner side of the orbit which projected the eye downwards and 
outwards, as is correctly represented in the woodcut (Fig. 93), 
taken from a photograph. 

HUtory. — The girl states that about six years ago she noticed a 
swelling at the inner side of the left orbit, close to the bridge of the 
nose ; it was small and soft to the touch, and varied in size, being 
larger at one time than another; it gradually increased until it 
attained the dimensions shown in the drawing. The sight of the 
eye is good. She can read No. I. with ease at 12 inches, and No. 
XX. Snellen at 20 feet. Her mother thinks that the swelling 
originated in a severe attack of erysipelas which she had when she 
was six years old. On two occasions the tumour has been punc- 
tured, and each time a thick fluid was evacuated. 

After her admission into the hospital, I performed on this patient 
the operation described at page 412, and succeeded in introducing a 
drainage-tube through the distended sinus, as is represented in 
Fig. 94. After cutting into the tumour, my finger passed readily 
into a large cavity, the dilated frontal sinus, in which I detected a 
small portion of necrosed bone, which was, however, too firmly 
adherent to the living structure to be detached. The contents of 
the cyst consisted partly of the same dark glairy fluid as was found 
in the first patient, but partly also of pus, with which the dark 
fluid was freely streaked. 

This patient completely recovered, and in the last photograph 
she sent me, the eye appeared to have regained its normal position. 
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rmptoms. — Distension of the frontal sinus may be 
3 or chronic. 

hen the distension is acute it is due to inflammation 
16 mucons membrane of the sinus, which leads to the 

Fig. 93. 




lation of pus. There is generally a dull aching pain 
• the brow and root of the nose, accompanied by con- 
rable constitutional disturbance. The pus gradually 
imulates in the frontal sinus, and ultimately dis- 
rges itself either by bursting into the nose, or by 
ang an exit for itself through the upper and inner 
b of the orbit. When the latter site is selected there 
snally some bulging of tho distended sinus into the 
.t, and a slight displacement of the eye downwards 
outwards. The upper lid becomes red and swollen, 
the tumour exammed with the finger is tender, and 
, if sufficient thinning of the bone has taken place, 
»art a sense of fluctuation. 

a most cases the distension of the frontal sinus is 
ronio, and the collection of fL\ii(\. \?\\}cvfli VXi'^ ^N^VYa»*vioL<^ 
t-np Becretionol many years. ^e^X^^'mKJKa^^'^'^^ 
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cavity, no decomposition ensues, and increasing year 
by year in quantity it distends the sinus and displaces, 
the eye. There is frequently no pain, not even a sense of 
weight over the brow. The only symptoms which are 
manifest to the patient are, the gradual formation of a 
tumour at the upper and inner portion of the orbit, and 
a slow but steadily increasing protrusion of the eye 
downwards, outwards, and forwards. In one patient under 
my care (Fi^. 92), the displacement was so extreme that the 
upper margm of the cornea of the left eje was below the 
level of the rigM lower lid. Occasionally the early 
symptoms are chronic, whilst the later ones are sub- 
acute, and productive of a feeling of constant heaviness 
and aching across the forehead. The disease is usually 
confined to the frontal sinas of one side, but I have 
seen cases in which both frontal sinuses were afPected. 

Treatment of Distension of the Frontal Sinus.— 
The objects to be attained are, first to evacuate the pent-up 
fluid, and then to establish a free communication oetweon 
the frontal sinus and the nose, through which the secre- 
tion may continue to drain as fast as it is secreted. By 
these means the cavity of the sinus will gradually collapse, 
and the eye will be restored in a great measure to its 
normal position. The ends to be desired will be accom- 
plished by the following operation : — 

A single curved incision parallel with the fold above 
the lid is to be made over the most prominent part of the 
tumour, and having by a little dissection exposed its sur- 
face, the scalpel should be plunged into it, and an open- 
ing made to the extent of tne incision. The index finger 
of the right hand is now to be pushed into the sinus 
through tne wound to ascertain the size of the cavity and 
if there is any necrosed or carious bone. Whilst thus 
exploring the sinus, the little finger of the left hand 
should be passed up the corresponding nostril and an 
endeavour made to find out the spot at which the tip of 
the finger in the sinus will approximate most closely the 
end of the one in the nose. After a little search it will be 
found that at one part the fingers will almost meet, 
there being only a thin plate of bone between them. 
Having gained this information, the finger in the frontal 
sinus is to be withdrawn, but that in the nostril is to be 
retained in situ, to act as a guide to the gouge or elevator, 
which is to \)e paaaed m\.o \£a «l\i\va and made to force a 
passage into tao noa^ ^Nvxau^ ^^ \^\s»a:d» ^\ \i^s^«^ <«k 
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which the tip of the little finger is resting. 

cation between the Fn)ntal sinus and the nose having been 
Urns established, an india-rnbber drain age- ta be with holes 
cut at short distances is to be introduced, one extremity 




of which is to be al'terwards fastened on 

-whilst the other end protrudes sligbtlj from the noHtril. 

1'he easiest way of introducing the drainage-tube is to 
pass a probe with an eje up the nostril s.nd out of the 
wound, and having fastened the tube to it by means of a. 
piece of string, to draw it back again through the nose. 

The object of the drainage-tube is to keep the channel 
hetween the two cavities from closing, and to enable the 
attendant to wash out Ihe frontal sinus at least twice a 
day with some astringent and disinfectant solution. For 
the latter purpose the lotio alum, cum zinc, sulph., or 
the lotio acid, carbolic. (P. 50, 56) may be injected with 
a glass syringe through one of the openings at the upper 
extremity of the tube. The drainage tube ahonld be worn 
for five or sii mouths, or until all discharge from the nose 
has ceased. The results of these cases «h«,ii^'[i'a&\.x«KJut^ 
are uanailj most satisfactory. 
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1. The Koorfieldfl Eye Bandage. 




This handage cunsists of a 
central hand, made of a fold of 
Hnen from 9} to 10 inches in 
length, and from 2 ^ to 24 inches 
in width. At each end of it 
are attached tapes, which are 



arranged so as to form loops, 
which include the ears when 
the bandage is applied. These 
loops terminate in two tapes, 
which are tied behind the 
head. 



2. Liebreioh's Eye Bandage. 




The bandage consists of a 
linen or a knitted cotton band, 
Af from 9) to 10 inches in 
leogtb, and 2j inches in width; 



at either end of which are at 
tached tapes to keep it in posi- 
tion on the hesyd, TbL<;^ '^i^^ 
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One tape, S, 11^ to 12 incheB 
in length, extends across the 
top of the head from ear to esr 
And lerminatea in a loop, through 
wbich the Becond tape, £>, 
passes, SB in the noodcut. 
To apply the bandage : — 
The patient haTiagbeeatoM 
to gentlj cIoBe the lids of both 
eyes, a small square of linen is 
laid over each, upon which are 
placed Bmall pads of catlj)ii 
wool or charpie. The baadage, 
which had been pre vioaslj fitted 
to the head, is now drawn acroaa 
the eyes and fastened on the 
temple, opposite to the eye 
which has undergone the opera- 
tion. (See Fig. 95.) 

3. The Compresi BMid«e:e. 
"This haDdage should be 
ftboat 1 \ jards iDleugth, and 1^ 
inr.bes in width ; theontertvo- 
thirds should consist nf fine and 
very elastic flannel, the central 
third of knitted cotton. The 
eye having been padded, the 
bandage is to be adjusted in 
the following raanner :— One 
end is to be applied to tho fore- 
head jnst above the affected 
eye, and is then to be passed to 
the opposite side of the fore- 
liead, above the ear, to the back 
of tho head ; the knitted por- 
tion is then to be carried on 
below the ear, and braught np- 
Warda over the compress, the 
bandage being passed acroaa 
the forehead, and its end firmly 
pinned. The opposite eye may 
bo closed with sticking plaster, 
or if it also requires a compress, 
■ separate bandage is to be ap. 
plied to it."' 

- "ObaerT»tloii«imComiitM«« , 



In the place of the flaiuiel 
And knitted cotton baadage 
above described, a fine linen 
we will answer eqnalt j well. 

4. Keroarlal Taponi Bath. 

The following is Mr. Henrf 
fjoe'a description of hia merca- 
liai vapour bath : — " The moat 
convenient calomel vaponr-balh, 
mdlhat which is now generally 






need, is one which was made at 

my request bj Hr. Blaiae. In 

this apparatus the lamp which 

the calomel boils the 



t the a 



In 



lop, imme. 
diateljf over the wick of the 
lamp, is a small, separate, Gi^ 
cular tin plate, npon which the 
calomel is placed. Around this 
is a circular depressicn, which 
may be one-third filled with 
boiling water. The apparatol 
is then placed on the noaod, 
and the lamp is lightetT The 
patient sits over it with an 
Amorican cloth cloak, or a 
Mackintosh, or a moleskin cloak 
fastened round his neck. He 
thus becomes eurronnded bj 
calomel vapour, which he u 
generaUy directed to inhale for 
two or three separate minntes 
during each bath, la doing 
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this the patient should not nut 
his heaa under the cloak, but 
simply allow some of the vapour 
to escape irom its upper part, 
and breathe it mixed with a 
large proportion of common air. 
At the expiration of a quarter 
of an hour or twenty minutes 
the calomel is volatilized and 
the water has boiled awaj. A 
portion of the calomel is de- 
posited, together with the con- 
densed vapour of the steam, on 
the patient's body, and is there 
to be left. The quantity of 
spirits of wine used upon each 
occasion is so regulated that 
the lamp goes out of its own 
accord aoout the same time as 
the calomel disappears. The 
patient then gradually unfastens 
the cloak, and in about a minute 
he is sufficiently cool to put his 
night-dress on without much 
interfering with the very fine 
layer of calomel which covers 
his body. He must be par- 
ticularly told not to wipe his 
skin, as by so doing he would 
necessarily interfere with the 
action of the medicine. Should 
there be no objection on the 
part of the patient, he may go 
to bed in the cloak and sleep 
in it either for a part or the 
whole of the night."* 

6. Lapis DlTiniis. 

Sulphate of Copper, Nitrate 
of Potash, and Alum, of each 
equal parts, in powder, lused 
in a glazed earthen crucible, 
powdered Camphor, to the ex- 
tent of A part of the whole, 
being added near the end of the 
process. When cold, break in 

• Article " Sypbilis/' Holmes's 
System of Surgery, by Henry Lee, 
2nd edit. vol. i. p. 491. 



pieces and keep in a closely 
stoppered bottle.* 

6. Diluted Nitrate of Silver 
Points. 

These are made by fusing 
Nitrate of Potash in various 
proportions with Nitrate of 
Silver; thus :t 
No. 1 consists of 1 Nitrate of 

Silver and 2 of Nitrate of 

Potash. 
No. 2 consists of 1 Nitrate of 

Silver and 3 of Nitrate of 

Potash. 
No. 3 consists of 1 Nitrate of 

Silver and 3i of Nitrate of 

Potash. 
No. 4 consists of 1 Nitrate of 

Silver and 4 of Nitrate of 

Potash. 

7. Pasta Zinci Chloridi. (J%. 
Middlesex Hospital.) 
This paste is prepared bjr 
first making the Liquor Zinci 
Chloridi cum Opio,^ and then 
adding Flour to render it of a 
proper consistence, as follows : 
R Liquoris Zinci Chloridi 
cum Opio . . . fl.oz.l 
Farinae Tritici . . gr.l20 
Mix smoothly in a mortar 
and heat over a water-bath until 
of a proper consistence. 

• Squire's Corap. to Brit. Phar- 
macop., 5th edit. p. 06. 

t Squire's Comp. to British Phar- 
macop., 6th edit. p. 40. . 

t L^uor Zinci Chloridi cum Opto. 

R Zinci Chloridi oz. 16 

^PuWerisOpii . . . • • oz. U 

Acidi Hydrochlorioi • • . A- a'" J 

Aquara Bnllientem . . • ad U i 

Macerate the Opium in twelve 

ounces of the boiling water for 

twelve hours, add the acid and filter. 

then dissolve the Chloride of Zmc 

in the filtered liquid and maje Jip 

to twenty ounces with distUled 
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8. PulTii Caustioa. 

IV Zinci Chloridi . ) Partes 
Zinci Oxidi . . ( lequales. 
Mix them intimately with 
pestle apd n^ortar, Preserre 
m a well-stoppered bottle^ 

9. Fotnt BelladoniuB, 

Extract. Belladonnae . . gr. 60 
To be dissolved in one pint 
of boiling water and used as a 
fomentatioi^ 

10. Fotus Fapayerii. 

Bt Capsul. PapaT. contua. oz. 1 

Aquae destillat. . . fl.oz.20 

Mix, and boil for a quarter 

of an hour ; then strain throjugh 

muslin. 

11. Oargarifma Acidi Hydro- 
ehlorki 

R Acidi Hydrochlorici 

diluti. .... fl.dr.2 
Decoct. Quercus. , fl^oz.2^ 
Misoe^ 

12, GargartBina Ahiminis^ 

R Aluminis . . . gr.l20 

Tinct. Myrrhie . . fl.dr.4 

Aqu86 destlUat^ . ad,fl.oz.2P 
Alisce^ 

13, Oargarifmii Fotatsae 

Ghloratif. 

Bt Pota8s» Chloratia . gr.90 

Acidi Hydrochloric! . mm, 40 

Glycerini , . . , fl.oz.l 

Aqu8B Destillat. ^ ad fl.oz.20 

Mix the acid &xkd chlorate in 

a bottle ; cork and let it stand 

fur three minutes ;- ih^ ^d 

the water gradually with mi^h 

shaking. Lastly, add \W ^\^- 

cerine. 



\ 



14. (Hrgaritma Sodn 
CUorats. 

Bi Liq. Sodse Chloratss . fl.dr.4 
Aqu» destillat. . adfl.oz.8 
Misce. 

15. GuttsB Atropis SnlplistiB. 

Bb Atropias Sulphatis . gr. 1 ad 

gr.2 
Aqnse destillat. • . fl;0z.l 
Mfsce. 

16. 6att» AtropisB Sulphatis 

Fortiinrea. 

ft A tropin Si^lphatifl . gr.4 
Aquae destillat. . . . fl.oz.1 
M^scQ. 

It. GuttaBDatnrua. 

ft Daturiae Sulphat . . gr.2 
Aquae destillat. . . . fl.oz.l 
Misce. 

18. Guttas Eieri». 

ft fiseriae Sulphatis gr.2 ad gr.4 
Aquae destillat. . . . fl.oz.l 
Misce. — To be dropped into 
the eye to produce contraction 
of the pupil. It 18 the most 
active of the Calabar Bean pre- 
parations. 

19. GhittsB Honutropin. 
Hydrobromat. 

ft Homatropin. Hydrobromat. 

gr.2 
Aquae destillat . . .fl.oz.1 
Misce, 

20, Gatt9 Phyioatigmatii. 
FsbsB (Calabar Bean). 

ft Extraqt Physoatigmatis 

Fabae . . . gr.l ad gr.4 
Aqiuae destillat. . . fl.dr.l 
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81. 0«tt» Piloearpin. 

ft Pilocarpin Kitraiis . gr.2 
Aqun desUUat. • . . fl.oz.l 
Misce. 

28. Gatt8B Argenti Hitratis. 

ft Argenti Nitratis , . gr.l 
Aquas- destillat. . . fl.oa.l 
Misce. 

88. Outtas Argenti Nitratis 
Fortiorei. 

ft Argenti Nitratis . . gr.2 
Aau8B destillat. . . fl.oz. 1 
Misce. 

84. GattsB Fotatsti lodidi. 

ft Potasaii lodidi . . gr.3 
Aoun destillat . . fl.oz. 1 
Misce. 

85. GattsB Zinoi COiloridi 

ft Zinci Chloridi . . . gr.l 
Aoon destillat. . • , fl.oz.l 
Misce. 

88. Oatta Zinoi Snlphatis. 

ft Zinci Solphatis gr.l ad gr.2 
Aqiue destulat. . • fl.o».l 
Misce. 

87. OuttSB Capri Snlphatis. 

ft Caprf iSalpIiatis . . gr.2 
, Aouae destillat. . . .*fl.oz.l 
Misce. 

88. GnttSB Opii. 

' ft Vim Opii .... fl.dr.2 
Aqius destiUat . . . fl.dr.6 
Misceb 

80. Gutta TerebiatliinsB. 

ft 01. TerebinihinM . fl.dr.l 
01. Olivae .... fl.dr.Z 
MiBce, 



80. Ixjeetio Korphitt Hypo* 
dermioa F.B. 

A solution of Acetate of 
Morphia containing one grain 
of the acetate in twelve minims 
of the injection. 

Dose, 1 to 6 minims. 

31. Injeotio Morphia et 
Atropine. 

ft Atropise Sulphatis . . gr.l 
Ii[]gect. Morpniee Hypo- 
dermicfid r.B. . . fl.dr.G 
Misce. 
Dose, 1 to 4 miuims. 
Three minims contain ^th 
of a grain of acetate of mor- 
phia and TTTfth of sulphate of 
atropia. 

88. Lininyent. Aoonlti. 

ft Linimenti Aconiti . fl.dr.4 
Linimenti Saponis . . fl.dr.d 
Misce. 

38. Liniment. Ammonisi. 

ft Liq. Ammonia . . fl.dr.4 

01. qiivsQ fl.dr.4 

Misce. 

34. Liniment, Aeoniti oam 
Belladonna. 

ft Tinct. Aconiti (Fleming's) 

fl.dr.4 
Liniment. Belladonna fi.Qz.\4 
Misce. 

85. Linimentna BeHadonne 
cnm Glyeerino. 

ft Extract! BeUadonu^ gr.240 
Glyc^iinl .. ., .. . fl.oz. ^ 
Miac^ 



\ 



36^ miimentom Chlorofbicvil. 

ft Cfalorofbrmi . 
0\.0\vi« 



» » V »■ 



. ILdr.4 
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87. Linimentnm Galois <mm 
Greta. 

K Olei Lini, 
Liquoris .Calcis . . Sa fl.oz.4 
Cretse Preparatse . . oz.2 
Misce. 

38. Linotus. 

R Theriacae oz.1 

Pulv. Tragacanthffi . . gi**^^ 
Svrupi Papaveris . .fl.dr.6 
Tinct. Scill® ..... fl.dr.2 
Acid. Sulphuric, dilut. min.SO 

Aquas fl.oz 2 

Misce. 
Dose, from a half to two tea- 
spoonfuls. 

89. Lotio AtropisB. 

B Atropise Sulphatis . gr. 1 
Aquse Sambuci . . fl.oz. 2 
Aquse destillat. . ad fl.oz.8 
Misce. 

40. Lotio BelladoimflB. 

Dc Extracti Belladcnnse . gr.40 
Aquse destillat. . .fl.oz.8 
Misce. 

41. Lotio BelladonxLSB cum 
Alumine. 

Be Liquor. Belladonnse 

(Battley*8> . . . fl.dr.l 
Aluminis ..... gr.24 
Aquae Sambuci . . . fl.oz.2 
Aau89 destillaji. . .ad fl.oz.8 

Misce. 

42. Lotio Stramonii. 

Be Extracti Stramonii . sr.4 
Aqu89 Lauro-Cerasi . fl.dr. 4 
Aquae destillat. . . ad fl.oz.8 
Misce. 

48. Lotio Opii 

R Extracti Opii lijuidi fl.dr.2 
Acid. Hydrocyamci dilnt. ni30 
Aquae destillat. . ad fl.oz.8 
Misce. 



44. Lotio Gonii earn Opio. 

R Extracti Conii . . gr.30 
Extracti Opii Liquidi fl.dr.l 
Aquae ferventis . . .fl.oz.8 
Misce. 

45. Lotio Acidi Boracici. 

Bt Acid. Boracici . gr,4 to gr.6 
Aquae destillat. . . fl.oz.l 
Misce. 

46. Lotio Besorcini. 

R Resorcini .... gr.36 
Aquae destillat. . . fl.oz.8 
Misce. 

47. Lotio Aluminis. 

R Aluminis gr.6 

Aquae destillat. . . fl.oz. 1 
Misce. 

48. Lotio Aluminis Hit. 

R Aluminis .... gr.4 
Aquae destillat. . . . fl.oz.l 
Misce. 

49. Lotio Aluminis cum 

Atropia. 

R Aluminis .... gr.24 

Atropiae Sulphatis . . gr. 1 

Aquae destillat. . . . fl.oz.8 
Misce. 



\ 



50. Lotio Alum, eum Zinei 
Sulph. 

R Aluminis ..... gr.3 
Zinci Sulphatis . . . gr.l 
Aouae destillat. . . .fl.oz. 1 
Misce. 

51. Lotio Evaporans. 

R Sp. uEthferis Nitrosi fl.dr.2 
Aceti Aromatici . . niin.6 
Aquae destillat. . ad fl.oz.l 
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62. Lotio Flnmbi. | 

Bi Plumbi Acetatis . . gr.2 

Acidi Acetici dilat. . mm.2 

Aquse destillat. . . . fl.oz. 1 
Misce. 

53. Lotio QoiniaB Snlpliatis. 

Bt Quinias Sulpbatis . . gr.4 
Acid. Sulphuric, dilut. 

i?l 4 vel q. 8. 
Aqu89 destillat. . . • fl.oz.l 

Misce. 
Useful as a local application 
in some cases of Diphtheritic 
Ophthalmia. 

64. Lotio Zinci Oxidi. 

R Zinci Oxidi . . . gr. 90 

Glycerini n.dr.4 

Aquse Sambuci . . . fl.oz.2 
Aqu8B destillat. • . adfl.oz.8 
Misce. 

66. Lotio Glycerini. 

R Glycerini . . . fl.dr.4 
Aqu» Flor. Aurantii . fl.oz.2 
Aquse destillat. . . ad fl.oz.8 
Misce. 

66. Lotio Acid. Carbolic. 

B Acid. Carbolic, pur. 

min. 2 to min.8 
Aquae destillat. . . . fl.oz.l 
Misce. 

67. Lotio Hydrarg. Per- 
chloridi. 

& Hydrarg. Perchloridi gr.J 
Ao use destillat. . . . fl.oz.l 
Misce. 

58. Lotio Acidi Taxmici. 

B Acidi Tannici . , . gr.30 

Sp. Vini rectificati . . n.dr.4 

Aquae Rosse . . . .fl.oz.2 

Aqu« destillat. . . adfl.oz.8 

Misoo* 



69. Lotio Boraoifl com 
Olycerino. 

Bt Boracis gr.l20 

Glycerini .... fl.oz.* 
Aquae Sambuci . . . fl.oz 2 
Aquae destillat . adfl.oz.8 
Miitce. 

Very useful in eczema of the 
face and eyelids. 

60. Lotio Boracis cum 
Plumbo. 

Bt Liquor. Plumbi Subacetatis 

min. 30 

Boracis gr.60 

Glycerini fl.dr.2 

Aqu?B destillat. . • adfl.oz.8 
Misce. 

Useful in eczema of the face 
and eyelids. 

61. Lotio Boracis cum Soda. 

R Sodae Bicarb. . . . gr.60 
Boracis . . • . • . • §r-<50 
Acid. Hydrocyanic! diluti 

min.40 
Aquae Sambuci . . . fl.oz.2 
Aquae destillat. . . adfl.oz.8 

Misce. 
Useful in eczema of the face 
and eyelids, 

62. Lotio ArnicflB. 

B- Tincturae Arnicae min 30 
Aquae destillat. . . . fl.oz.l 
Misce. 

63. Lotio Nigra. 

R Calomelanos . . , gr.60 
Mucilag. Acaciae . . fl.dr.4 
Liquor. Calcis . . ad fl.oz.8 
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64. LoUoBubra. 

Bt Zinci Sulphatis . . gr.l 
Sjp. Rosmarini, 
Tinct. LavanduliB comp. 

aft min. 15 
AonsB destillat. . . • fl.oz.l 
Misce. 

65. Xiitnxa Antimonii 
Tartarati. 

ft Vin. Antimonialis . fl.dr.]^ 

liiq. AmmoD. Acetatis fl.dr.l 

Tinct. Hyoscyami . min 20 

Aquae destillat. . ad fl.oz.l 

Misce. 

66. Xiatura Fotaam Citratis. 

Bt Potassn Bicarb. . . gr.20 

Sp. Ammon. Aromat. fl.dr.^ 

Tine. Aurantii . . fl.dr.J 

Aonae destillat. . . fl.0z.i4 

To be taken in effi^rvescence 

with 

Acid. Citric, gr. 14. 
dissolved in one tablespoonful 
of water. 

The Sp. Ammon. Aromat. 
may be omitted if desired. 

67. Xiitnra Chlorofonni cum 

Ammonia. 

Bt Ammonise Carb. . • gr.3 

Sp. Chloroformi . • min.l5 

Q 'met Aurantii . . . fl.dr.J 

Aqu8B destillat. . . fl.oz.l| 

Misce. 

68. Xiatura Salinn. 

R Potassse Bicarb. . . gr. 10 

Spirit. -Athens Nitrosifl.dr.^ 

Liq. Ammonias Acetatis fl.dr. 1 

Aquae destillat. . . adfl.oz.l 

Misce. 

69. Xistura Clunamomi. 

B Tinct. Cinnamomi . ftudtA 
Aquae destillat. . . . fl.oii.V 
Misce. 



\ 



70. Xifltnra Cinaamomi eum 
Aeido. 

Bi Tinct. Cinnamomi . fl.dr.i 
■ Acid. Nitro-Muriatic dilut. 

min.lO 
Aqaae destillat.. • adfl.oz.1 
Misce. 

71. Xiatura Boraais. 

R Boracis .... gr.60 
Sp. ^.theris Nitrosi . Cdr.4 
Syrup. Aurantii . . fl.dr.4 
Aquae destillat. • ad fl.oz.8 

Misce. 
Dose, 1 ounce. 

72. Xistura Ergot9. • 

B^ Extracti Ergotn liquidi 

min. 30 
Tinct. Aurantii . . min. 30 
Aquae destillat. . adfl.9z.l 

Misce. 
To be taken twice a day. 

73. Xiatura Nucia Vomicae. 

Bt Tinct. Nucis Vomicae min. 15 
Infus. Gentian, comp. fl.oz.l 
Misce. 

74. Xiatura Aoidi eum Tinct. 
NuoiaVomieas. 

B^ Acidi Nitro-Muriatici dilut. 

min. 10 

Tinct. Nucis Vomicae min. 15 

Tinct. Chirutaa . . min. 15 

Aquae destillat. . • fl.oz.l 

Misce. ■ 

76. Xiatura Aeidi oum 
Cinchona. 

^ Acidi Nitro-Muriatici dilut 

min. 10 
Tvdct. Cinchonae . .fl.dr.4 



FORMULARY. 



423 



76. mttara Cinolioxi» eum 
Opio. 

^ Extract. CitAibonse Flav. 

liauid min.l5 

Aoioi Nitric! dilut. . min.lO 
Tinct. Opil , . inin.5 to 10 
Aouie destillat. . . . fl.oz.l 

Misce. 

77. Mittnra CinohoniflB. 

Bt Cinchonin Snlphatis gr.3 
Acidi Salphnrici dilut. iDin.lO 
Aqnie destillat. . . fl.oz.1 
Misce. 

78. MUtnra Groton Chloral. 

E Croton Chloral . . gr.2 

Tinct. Aorantii . . .fl.dr.^ 

Palv. Gum Tragacanth. gr.8 

Aone destillat. . . . fl.oz.l 

Hi8ce. 

To be taken every one or two 
hours for three doses ordyj until 
relieved. 

79. Misturs Qninias. 

Bt Qutniae Bulphatis . . gr.l 

Acid. Sulphuric, dilut. min.lO 

Tinct Aurantii . . . fl.dr.4 

Aquae destillat. . . . fl.oz.l 

Misce. 

80. Kiitnra QuiniaB oum 
Ferro. 

Bt QuinisB Sulphatis, 
Fenri Snlphatis . . && ^.1 
Aoidi Suiphnrici dilnti min.5 
Aquss destillat. . . . fl.oz.l 
Misce. 

81. KittursFerriPerohloridi 
earn (^uiniiu 

ft QuinisB Snlphatis . ^.1 

Tinct. Ferri Perchlorid. mm .5 

Acidi Nitrici diluti . . min»5 

Aotue destillat. . . ad fl.oz.l 

Miso«. 



82. Mistnra Ferri et Ammo- 

nisB CltratiB« 

ft Ferri et Ammonise Citratis 

gr.5 

Acidi Citrici .... gr.5 

Syrup. Aurantii . . fl.dr.4 

Aoiiie destillat. . . . fl.oz.l 

Misce. 

83. Mistura Ferri Snlphatis. 

ft Ferri Sulobatis . . gr.l 
Acidi Suiphnrici diluti min.lO 
Aquffi destillat. . . .fl.oz.l 4 
Misce. 

84. Mistura Ferri Perohloridi. 

ft Tinct. Ferri Perchloridi 

rain.lO 
Ao use destillat. . » • fl.0B.l 
misce. 

85. Histnra Ferri Perohloridi 

com Acido. 

ft Tinct. Ferri Perchloridi 

min.lO 
Acid. Hydrochloric, dilut. 

min.lO 
AqusB destillat. . fl.0z.i4 
Misce. 
To be taken in water twice a 
day. 

86. Mistura Ferri Perohloridi 
cum Strythnia. 

ft Tinct. Ferri Perchloridi 

min.lO 
Liquor Strychnias . . rain. 5 
Aquae destillat. . . . fl.oz.l 
Misce. 

87. Mistura Ferri oom Tinct 
Digitalis. 

ft Tinct. Ferri Perchloridi 

min.lO 
Tinct Digitalis . . min.5 
Infiis. Quassias . . ad fl.oz. 1 
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88. Miitim Ferri Perozidi at 
Ammon. Snlpliat. 

Qb Ferri Peroxid. et Ammon. 
Sulph. (Iron Alum). . gr.5 
Tinct. CalnmUi . min.30 
Aqnn desiillat. . . fl.oz.li 
MiBce. 

89. Xittnra Ferri earn 
Ergota. 

ft Tinct. Ferri Perchloridi 

min.lO 
Tinct. Ergots . . min. 15 
Aqusd destillat. . . . fl.oz. 1 
Misce. 

90. Xiitura Goaiaei com 
Cineliona. 

ft Tinct.Guaiaci Ammon.fl.dr.4 
Extracti Cinchonsd FlavsB 

liquidi fl.dr.2 

Mncilag. Acacia . . fl.dr.6 
Aquas destillat . . ad fl.oz.8 
Misce. 

Dose, two tablespoonfuls in 
half a glass of water two or 
three times a day. 

91. Mistora PotauU lodidi. 

ft Potassii lodidi . . gr.4 

Potass. Biearbonat . gr.5 

Tinct. Cinchonae Flav. fl. dr. 4 

Aquae destillat . . . fl.oz.l 

Misce. 

92. Mistnra Potassii lodidi 

com Ferro. 

B Potassii lodidi . , gr.3 
Potassae Bicarb. . . gr.5 
Ferri et Amraouias Citratis 

gr.5 
Aquae destillat. . . ^.02..\ 
Misce. 



93. Mistnra PotaisU lodidi 
et Bromidi earn Ferro. 

ft Potassii lodidi . . gr.4 
Potassii Bromidi . . gr.5 
Ferri et Ammonias Citratis 

gr.5 
Aquas destillat . . fl.oz. 1 
Misce. 

94. Mistnra Potass. lodidi cnm 
Ammonia. 

ft Potassii lodidi . . gr.3 

Potassae Bicarb. . . gr.5 

Ammon. Carbonat. . gr.3 

Tinct. Calumbas . . fl.dr.^ 

Aqnse destillat. . ad fl.02.1 
Misce. 

95. Mistura Potassii lodidi 
onm Colchioo. 



ft Potassii lodidi 

Potassas Bicarb. 

Tinct. Colchici . 

Aquas destillat. . 

Misce. 



gr.2 

gr.lO 

min.lO 

fl.oz.l 



96. Mistnra Potassii lodidi 

onm Gnaiaoo. 

ft Potassii lodidi . . gr.2 
Tinct Guaiaci Ammon. fl.dr.^ 
Tinct. Cinchonas Flay, fl.dr.4 
Mucilag. Acacias . . fl.dr.^ 
Aquas destillat. . adfl.oz.l 

misce. 
To be taken in half a glass of 
water twice a day. 

97. Mistnra Potassii lodidi 

et Bromidi. 



\ 



ft Potass. lodidi 
Potass. Bromidi 
Potass. Bicarb. 
Tinct Calumbas 



. gr.3 
. gr.5 
. gr.5 
. fl.dr.4 
adfl.oz.l 
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98. Histara FotaSBii lodidi 
cam Hydrarg. Perchloiidi. 

ft Hydrarg. Perchloridi gr.l 
Potassii iodidi . . . gr.60 
Tinct. Caliimbss . . fl.oz.2 
Aqnse destillat. . adfl.oz.6 

Misce. 
Dose, two teaspoonfuls in a 
^lass of water two or three 
times a day. 

99. Mistura Fotassii Bromidi. 

ft Potass. Bromidi 

gr.5 to gr.lO 

Potass. Bicarb. . . . gr.5 

Tinct. CalumbaB . . fl.dr.4 

Infus. Calumbffi , . fl.oz.l 

Misce. 

100. Xistara Potassii Bromidi 

cam Ferro. 
ft Potass. Bromidi 

gr.b to gr.lO 
Ferri et Ammonia Ci- 

tratis gr.5 

Tinct. Calumbae . . fl.dr.J 
AqusB destiilat. . .ad fl.oz.l 

101. Mistara Hydrarg. Per- 

ehloridl. 

ft Liauor Hydrarg. Per- 
chloridi . . . . fl.dr.l 
Tinct. CinchonsBcomp. fl.dr.} 
Aquse destillat. . . fl.oz.l 
Misce. 

102. Mifltnra TerebintliinaB. 

ft Olei Terebintbins min.l5 
Mucilaginis Acacise fl.dr.l 
Aquae Pimentse . ad fl.0z.i4 
Misce. 

103. Mistara Oentianas cam 
Aloes. 

ft Decoct. Aloes comp. fl.dr.l2 
Tinct. Grentianie corap. fl.dr.3 
Infos. Gentianse comp. 

ad fl.oz.8 
Misce. 

Take a sixthpart twice a day. \ 



104. Mistara Magnesiss , 
Gomposita. 

ft Magnesiae Carbonaiis 

pond gr.lO 

Magnesiae Sulpliatis . gr.60 
Aquae Mentha) Piperitse 

fl.0z.i4 
Misce. 

105. Mistara Bhei Comp. 

ft Rhei Pulveris . . . gr.l5 
Magnesiae Carbonaiis. gr.lO 
Sp. Ammon. Aromat. fl.dr.4 
Tinct. Ilhei . . . fl.dr.l 
Aouae destillat. . adfl.0z.i4 
Misce. 

106. Pilala Aloes oam Ferro. 

ft Extract! Aloes Socotrinaa, 
Ferri Sulphatis, 
Pulv. Zingiberis . . aS gr. 1 

Theriacae q.s. 

Misce. 

107. Pilala Aloes cam Jalapa. 

ft Extract. Alods Socutrinae 

gr.14 
Jalapao Rcsinse . . .gr.14 

Pulv. Gum. Scammonii gr.2 

Saponis Mollis . . . gr.2 

Mix and divide into two 
pills. 

Dose, 1 or 2. 

108. Pilala Aloes cam Naee 

Vomica. 

ft Extracti Nucis VomicsB gr.J 

Extracti Aloes SocotrinsB gr.l 

Extracti Hyoscyami . gr.2 

Misce. 

Dose, 1, when necessary. 

109. Pilala BelladonnsB cam 

Zinci Sulphate. 

ft Extracti Belladonna, gr.4 

Zinci Suluhatis ... gr.l 

Sacchari Lactis . . gr.l 

Tlienac® » , . . ^a». 
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110. Pilnla CrotoB-Chloral. 

a CrotonCliloral Hydrat. gr.3 
Glycerini Tragacanth. vef 
Mucilag. Acacin . q.8. 
Miace. 

To be taken eTery one, two 
or three hoars for three doses 
only until relieved. 

111. Pilnla OinoboidiB oum 

Ferro. 

Bb Cinchoniie Snlphatis, 
Ferri Salphatis . . fta gr. 1 
Confectionis Bosse Canin»q.s. 
Misce. 

112. Pilnla <lnini» enm 
Opio. 
Be Qnini» Sulpha tii , gr.l 
Pulv. Opii .... gr.J 
Misce. 

113. Pilnla Coloeynthidis enm 

Hydrargyro. 

ft Pilulfs Hydrargyria 
Extracti Colocynthidis 

compositi. . . .fta gr.2 
Extracti Hyoecyami . gr.l 
Misce. 

114. Pilnla Colocynthidis enm 

Bheo. 

Bt Pilulsd Oolocynthidis 

comp. gr.3 

PilulsB Rhei oomp. . . gr.3 
Extracti Hvoscyami . ^.2 
MixandcuTide into two pills. 
Dose, 1 or 2. 

115. Pilnla CaloiiMlanoi enm 

Colooynthide. 

Bt Hydrargyri Subchloridi gr.l 
Extracti Colocynthidis 
compositi. ... gr.3 
Pulveris Ipecaouanhsa . gr.4 
Misce. 
Dose, 1 or 2. 



116. PUnla EUterU Com- 
posita. 

Q. Elaterii gri 

Extract. Alo3s Socotrinae 

gr.li 
Extracti Hyos^yami . gr;3 
MiscOk 

lit. Pilnla Ck>lebiei Comp. 

Be Extract. Colchici Acetici gr.l 
Falv. Ipecacuanhes comp. gri4 
Extracti Syoscyami . gr.l 
Misce. 

118. Pil. Cannabif Comp. 
R Extract. Cannabis Indies 

gr-l 
Extract. Belladonne . gr,\ 
Pulv. Glycyrrhizas • gr.2 
Misce. 

One pill at night, or when m 
great pain. 

119. Pil. Calomel, enm Opio. 

BL Hydrarg. Subchloridi 

gr. 1 ad gr.2 
Pulv. Opii . . gr.J ad gr.4 
Confect. Rosffi Caninas q.8. 
Misce. 

120. Pil. Hydrarg. enm Opio. 

ft Pil. Hydrarg. . . gr.4 
Pulv. Opii .... gr.i 
Misce. 

121. PU. Hydrarg. lodidi 
Virid. 

ft Hydratg. lodidi Virid. 

gr.Jadgr.I 
Extracti Lactucn . . gr.2 
Misce. 



\ 



122. Pil. Sodn ArseniHtif. 

ft SodsB Arseniatis • . gr. iV 
Sacchari Lactis • . gr.l 
'^LsXx^kX.. Ijy^aU • . gr.3 
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128. tlngUMtam BelladonntB. 

U Extract! Belladonnse. oz.^ 
Glvcerioi . . . fl.dr.l 
Adipis or Vaseline . oz.^ 
llisce. 

124. XTngnent. BelladonnflB 
Comp. 

h Hydrarg. Ainmoniati. gr.5 
Extract. Delladonnsd . gr.lO 
Adipis or Vaseline . oz. 1 
Misce. 

To be mbbed on the forehead 
and temple. The surface may 
be then covered with a piece of 
tissue paper to prevent tne hair 
getting into it. 

125. Unguent. Hydrarg. com 

Atropia. 

ft AtropisB Sulphatis . gr.l 

Unguent. Hydrarg. . gr.l20 

Unguent. Cetacei . gr. 240 
Misce. 

126. Ungnent. Hydrarg. com 

Belladonna. 

ft Extract. Belladonnre. gr.60 
Unguent. Hydrarg. . gr.420 
Misce. 

To be rubbed into the temple 
and. around the brow. 

127. XTngnentuxn Hydrargyri 

onm Opio. 

ftOpii gr.60 

Unguenti Hydrargyri gr.420 
Misce. 



128. XTngnentnm Opii. 

ftOpii gr.60 

Adipis gr.420 

MiBoe, 



129. XTngnent. Hydrarg. 
Kitratis dilnt. 
ft Unguent. Hydrarg. 
Nitratis ..... gr.20 
Unguent. Cetacei or 
Vaseline .... gr.l20 
Misce. 

180. XTngnent. Hydrarg. 
Ozidi Bnbrl Dilnt. 

ft Unguent. Hydrarg. Oxidi 

rubri gr«20 

Unguent. Cetacei or Vase- 
line gr.l20 

Misce. 

181. XTngnent. Hydrarg. 
Ozid. Flav. 

ft Hydrarg. Oxid. Flav. 

^. 4 ad gr.l 
Unguent. Cetacei or Vase- 
line gr.l20 

Misce. 

182. XTngnent. Hydrarg. 
lodidi Bubri. 

ft Hydrarg. lodidi Rubri 

gr. 10 to gr. 15 
Unguent. Cetacei or Vase- 
line oz.l 

Misce. 

A mercurial counter-irritant. 

To be rubbed into the temple 

at night. In applying this 

ointment the fingers should be 

covered with a glove. 

188. XTngnent- Iodoform. 

ft lodoformi prscipitati 

gr. 1 ad gr. 2 

Vaseline or. 1 

Misce. 
184. ITngnantnm Stramonii. 
{Middlesex Hospital,) 

ft Foliorum Stramonii re- 

centium Ib.^ 

Adipis lb.2 

Mix the bruised leaves with 
the fat and ftn"'^^ \a ^\B5iA.\sR."^ 
\ nntW Wife V«i.N^%\»K«as>fe \\v^^^ 
lYieii «\.ta\n \>KWOL^Xva«^- 
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139. MUtora Salias. 

ft Liquor Ammoni» Citratis 

fl.dr.4 

8p, iEtberis Nitrofli . fl.dr.3 

Byrup, Tolatani . . fl;dr.4 

Aqiue destilUt. . . ad fl.oz.4 

Misce. — Dose, one deuert- 

•poooful ereiy four boars. ' 

186. M iitura iUitiiiioiiii 
TartaratL 

ft Vini Antimonialis . fl.dr.2 
Liq. AmmoiiiaB Citratis fl.dr.4 
Syrup. Althnsa . . . fi.dr.3 
Aqusa destillat. . . ad fl.oz.4 
Misce. — Dose, one dessert- 
spoonful between 2 and 4 years 
of age ; one tablespoonfol be- 
tween 4 and 8. 

187. Mlitura Potassss 
Chloratis. 

ft Potass* Cbloratis . gr.24 
Acid. Hydrocbloric. dilut. 

min.24 
Syrupi Aurantii . . fl.dr.4 
AqiiiD destillat. . . • fl.oz.4 
Misce.— One tablespoonful . 
tbree times a day. 

188. Mlitura CinohonsB onm 
Aoido. 

ft Extract. Cinobon» flav. 

liquid min.40 

AciJi Nitrici diluti . min.40 
Syrupi Aurantii . . . fl.dr.8 
Aqu» destillat, . ad fl.o«.4 
Misoc— Dose, oxi% \*JaW 

•poonful. 



189. Mistura CinehoiUB earn 
Infiu. KossB. 

ft Extract. Cincbonse flav. 

liqnid fl.dr.l 

Syrup. Aurantii . .fl.dr.4 
Infusi Kosffi Acidi . adfl.oz.6 
Misce.— One tablespoonfol 
twice a day. 

140. Mistura Cinchonse onm 
Tinct. BelladonnsB. 

ft Extract. Cincbonse flav. 
liqnid. .... min.5 
Acid. Nitric, dilut. . min.3 
Tinct. BelladonnsB 

min.3 to min.5 
Aquse destillat. . adfl. oz.4 
Misce. — For a cbild from 4 
to 7 years of age. 

141. Mistura Fotassii Bromid. 
cum Tinct. Belladonnss. 

ft Potassii Bromid. . . gr.2 
Tinct. Belladonnse 

min.3 to min.5 
Aquse destillat. . . . fl.oz.4 
Misce. — For a cbild from 4 
to 7 years of age. 

142. Miitura Ferri lodidi. 

ft Syrup. Ferri lodidi 

^ min.l0to20 

Glyceriui fl.dr.i 

\ ks^"<fc^<i^t\llat. . .ad fl.oz.4 
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148. MUtnra Potaisii lodidi 
omn Ferro. 

ft Potassii lodidi . . . gr.8 
Ferri et Ammonire Citratis 

gr.24 
Sacchsri albi . . . gr.60 
Aquffi destillat. . . adfl.oz.4 
Misce. — One dessertspoon- 
ful for a dose. 



144. Xistnra Ferrl Citratis. 

Qi Ferri et Ammonin Citratis 

gr.30 

Sacchari albi . . .gr.60 

Anusa destillat. . . . ii.oz.4 

Misce.— One dessert to a 

tablespoonful twice a day. 



145. Mifltora Ferri Hypo- 

phoiphitis. 

. ft Syrup. Ferri Hypnphos- 
phitis . . min.l5 to 30 
Aquas destillat. . . . fl.oz.^ 
Misce. 

146. Miitora Ferri Flios- 

pliatis Comp. 

H Syrup. Ferri Phosphatis 
comp. (Parrish) min. 30 to 60 
Aquse destillat. . . fl.oz.^ 
Misce. — To be taken twice 
a day between the meals. 

147. Mittnra ArseoicaliB. 

ft Liquor Arscnicalis min. Ito 2 

Syrup. Aurantii . . min. 20 

Aquas destillat. . . fl.oz.i 

Misce.— To be given twice 

a day, immediately after a meal. 

For a child from 4 to 7 years 

of age. 



148. PnlTii Cinchona cam 
Soda. 

ft Pulveris Cinchonie flavae, 
Soda Bicarbonatis, 

partes aequalcs. 
Misce.— Dose, gr. 6 to gr. 10. 

149. FnlT. Ferri Carbonat. 
Saccharat. 

Dose, gr. 3 to gr. 6, once or 
twice a day. 

160. FnlT. Ipecac. Comp. cum 
Fotass. Kitrat. 

ft Pulvis Ipecac, comp. . gr.l 
Potassse Nitratis . . . gr.2 
Misce. 

161. Fnlvis Hydrarg. enm 
Creta cam Saooharo. 

ft Pulvis Hydrarg. cum 

Creta gr.l 

Pulvis Sacchari albi . . gr.2 
Misce. 

162. Fnlvis AlteraUTos. 

ft Hydrarg. cum Crct& . gr.l 

Sodse Bicarbonatis . . gr.2 

Pulvis Rhei . . . . gr.3 

Misce. — Dose, gr. 6 togr. 12 

168. FnlT. Hydrarg. com 
Creta cum Bheo. 

ft Hydrarg. cum Creta . gr.l 

Pulv. Khei . . . •gr.2 

Misce. — Dose, gr. 3 to gr. 8 

164. Fnlvis Soammonii cum 
Jalapa. 

ft Pulv. Scammonii . . gr. 1 
Pulv. Jalapse . . . .gr.3 
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166. FiiItU OalonMl ena 
BhM. 

H Puly. Bhei .... gr.4 
Hjdrargyri Subchloridi, 
Pulv. Crete Aromatics, 

Mgr.l 
Misce. — Dose, gr. 3 to gr. 8 

166. PnlTii Calomfll evm 
Jalapa. 

ft Pnlv. Jalapa . . . gr,4 
Hydrarg^ri Subchloridi, 
Zin^bens . . . . ft& gr. 1 
Misce. — ^Dose, gr. 3 to gr. 6 



167. PnlYis Calomel com 
Scammonio. 

ft Paly. Scammonii . . gr.4 
Hydrar^yri Snbchloridi, 
Saccban purificati . a& gr.l 
Miice. — Dose, gr. 3 to gr. 6. 

168. PnlTii Calomel et Seam- 
men. com Jalapa. 

ft Hydrar^yri Subchloridi gr.l 

Scammonii gr«2 

Pulv. Jalaps .... gr.4 
Misce. — Dose, gr. 3 to gr. 7. 
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MOORFIELDS, 

Cdrretpondhtf/ to iht *^ Schrlfi-Scalcn ' of Prof. ^dic. Jaeger^ 

if Vitiina. 



No^ 1* — Genu 



la IIm UU twaltr* moBlha, mad I tl«»i>gl>l it wm Ubm to (o »U ivvmI it, ia MAnk of itt 
nd ■'■■to, Bo I Mt oC Mid broufht bock wllk ■■« lima* amd g i a y w ta tkoir primib !•«(• 
Wld ripo. I ka4 hoag tho grmpm la tha lun to dry, and ia • fow di^' tiaio woat to fvtak Ihna, thot I 
alght laj ap a itoaa. Tko vali^ oa tlia hoaka ot wklok tk*/ (i«w, was f rook aad iiwoa, wtd ^ tUtif, bvickt 
MfMM m* Ikwyk it, wWak ^v« m poat a rkana to tk« iput, aa to maka laa wlab to lira tkara. But 



N<K 2.— Pear?, 



Hfgn WM DO view of the laa fmiu this T»le, while from my hunae, no thiiw euuld 
oom« on my side of the i«le, uid uot be seen by me ; yet tlie cool, eitft banks were 
so sweet and new to me that much of uiy time was si>ent there. In the first of the 
thfaa yean in which I had grown oum, I had sown it too late ; in the next, it was 
•poilt by the drooght ; >nit the third year'n crop had sprung up well. I found that 
the l^ares would lie in it night and day, fur which there was no cure but to plant a 
thick hedge all round It ; and tUis tuuk me more thiui thi;eo i^oeks to. do. I shot 



No, 4. — Minion. 

the hares in the (l%y tkne ; and vihen it grew dark, I made 
fast the dog^B chain to the gate, and there he stood to bark 
all night. In a short time the com grew strong, and at last * 
ripe; but, just as the hares bad hurt it in the blade, so now 
the birds ate it in the ear. At the noise of my gun, whole ^ 
flocks of them would fly up ; and at this rate I saw that there 
would be no com left ; so I ma<le up my mind to keep a look 
out night and day. I hid by tlie aiCie ol Qb\ie^<^^ vcA ^>!N)SsS. 
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No. Q.-^ourgeois, 

see the birds sit on the trees and watch, and then 
come down, one by one, as at first. Now each grain 
of wheat was, as it were, a loaf of bread to me. So the ^ 
great thing was to get rid of these birds. My plan 
was this, I shot three, and hung them up, like thieves, f 
to scare all that came to the com: and from this time, 
as long as the dead ones hung there, not a bird came 
near. When the com was ripe, I made a scythe out 
of the swords from the ship, and got in my crop. Few 

No, 8. — Small Pica, 

of us think of the cost at which a loaf of bread 
is made. Of course, there was no plough here ^ 
to turn up the earth, and no spade to dig it 
with, so I made one with wood; but this was f 
soon worn out, and for want of a rake, I made 
use of the bough of a tree. When I had got 
the com home, I had to thrash it, part the 
grain from the chaff, and store it up. Then 

No. 10.— Pica. 

came the want of a miU to grind it, of 
sieves to clean it, and of yeast to make * 
bread of it. Still, my bread was made, 
though I had no tools ; and no one could t 
say that I did not earn it by the sweat 
of my brow. When the rain kept me 
in doors, it was good fun to teach my 
pet bird P6W to t?i!^\\5>^ ^<^ \K>;skfc ^^re 
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No. 1%—Oreai Prmer. 



all things round me, that 
the sound of my own voice ♦ 
made me start. My chief 
wants now were jars, pots, f 
cups, and plates, but I knew 
not how I could make them. 
At last I went in search of 
some clay, and found some 



No. 14u— Double Pica. 



a mile from my house ; but 
it was quite a joke to see * 
the queer shapes and forms f 
that I made out of it. For 
some of my pots and jars 
were too weak to bear 
their own weight; and they 



1 1 
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No. 15. — 2'lvne English. 

would fall out 
here, and in 
there, in all sorts 

No. 16.— 2-Wne Qreai Primer, 

of ways; while 
some when 
they were put 

No, 18.— 2-Kne Double Pica, 

out in the 
sun to 
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A BRASIONS of cornea, 75 
-^* Abscessof cornea, 37. 
„ eyelid, 361 

„ orbit, 872 

Abscisaion of staphyloma of the cornea, 64 
A<»dB, injuries from, 307 
Acoommodation, diseases of, 247 
Aoate inflammatory glaaconut, 119 
Alternating strabismus, 274 
Amaurosis, 221 

tt causes of, 226 

» from disease of cerebrum, 226 

If n » cerebellum, 226 

ft tf ,) spinal cord, 226 

M tj loss of blood, 228 

I, ,, reflex irritation, 228 

», „ tobaoco, 221 

f, „ uterine derangements, 227 

,, monocular, 228 

), signification of, 221 
Amblyopia, 228 

„ signification of, 228 
Anatomy of external coats of optic nerve, 21 5 

,, fourth nerve, 296 

,, frontal sinus, 407 

„ optic tract, commissure and nerve, 224 

„ parts oon«ern«d in glaucoma, 126 

„ ^ sixth nerve, 297 
* „ third nerve, 294 

Aachyloblepharon, 364 
Aneurisms of oitrit, 883 

,, by anastomosis, 389 

„ aSff^me, 386 

„ spontaneonB, d&O 
9, traamatic, 3SQ 
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Anenrismt, true and hUae, 386 

,f treatment of, 888 
Anomalies of refraction, 247 
Anterior ehamber, dialoeation of lens into, 170 
„ „ hflemorrhage into, 103 

„ sta^yloma of the sderotic^ 65 
Aqno-capsnlitis, 9^ 
Arena senilis, 71 

Arlt, Dr., operation for entropion, 339 
Artificial pvpil, 101 

„ with a bread needle and ^rrr^rs hook^ 101 

„ by iridectomy, 102 

„ bj iridodesis, 108 

,, diyiaioQ of iris with a pair of sdasors, 102 

„ eyes, 313 
Ascending optic neoritis, 216 
Asthenopia, 269 

„ from hypermetropia, 269 
„ ,, insufficiency of the internal recti, 270 

Astigmatism, 261 

„ compound, 263, 268 

„ irregnlar, 262 

„ mixed, 263, 269 

„ regular, 263 

„ simple, 263 

,, to ascertain the presence of, 263 

,, „ Couper's method, with ophthalmoscope, 268 

„ „ Snellen's method, 264 

„ ,, Tweedy's method, with optometer, 265 

„ treatment of, 263-269 

Atropia, sulphate of, 94 
Atrophic cup of optic nerre, 219 
Atrophy of optic nerve, 218 

,, „ „ senile, 219 

„ „ „ from tobacco, 221 



BLACK cataracts, 145 
Blennorrhcea, 316 
Blepharospasm, 351 
Bone on the chor(»d, 199 
Bowman, Sir W., operation for conical cornea, 60 

„ ,, eapeulo-lenticular cataract, 1 62 

,, ,, ectropion, 345 

„ i^poon for traction operation, 150 

Broad needle, 143 
Buller*8 eye shield, 9 
Burns and acalda of e^e, %^ ^ 
Burow's operation iot «i\.io\4ft\i, ^^ 
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nALABABbeaii,98 
^ Oiloareo«s film of cornea, 54 
Caoalicnlai, to slit «p the, 322 
Oanalar forceps, 1G9 
Capsular cataract, 161, 166 

„ opacities, 166 

•t „ varieties of, 161, 166 

«i ,, treatment of, 167 

Capsule, opaque, needle operation for, 167 

», t, operation with two needles for, 168 

tt n n tt canular forceps for, 169 

Capsulo-lenticular cataract, 161, 166 
Curter's fixed ophthalmoscope, 240 
Caries of orbit, 382 

Casualties after an extraction of cataract, 157 
Cataract^ 187 

„ black, 145 

„ capsular, 161, 166 

„ capsulo-lenticular, 161, 166 

„ causes of^ 137 

„ congenital, 138 

„ „ operations for, 139-144 

I, cortical, 139 

„ diabetic, 137, 162 

„ fluid, 162 

„ hard, 138, 145 

„ „ treatment o^ 146 

„ „ operations for, 147-156 

„ „ casualties after an operation for, 157 

„ „ treatment after extraction of, 156 

„ infiuitile, 188 

„ lamellar, 138 

„ nuclear, 145 

„ pyramidal, 161 

„ secondary, 165 

„ senile, 187, 146 

„ soft, 138 

„ striated, 145 

„ traumatic, 138, 163 

„ treatment by flap extraction, 147 

„ „ Graefe's modified linear extraction, 151 

„ „ linear extraction, Gibson's, 141 

„ „ Liebreich's operation, 154 

,9 ICacnamara's operation, 155 
„ Pagenstechec's extraction, 155 
„ solution, 140 



it 
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»> 

„ „ suction, 144 

„ „ traction operation^ 149 



Gitarrhai ophthalmia 1 
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Chalazion, 856 

Chloride of lino, use of, in remoTal of orbital tamours, 402>4O6 
Choked disc, 213 

Choroid, colloid degeneration of, 201 
„ deposits of bone on, 199 
„ diseases of, 194 
„ bsBmorrhage from, 203 
„ injuries of, 203 
Choroid, melanotic cancer of, 209 
„ sarcoma ef, 207 

„ „ originating in lost eyes, 210 

H „ melanotic, 209 

„ tubercles in, 202 
„ tumoors of, 207 
Choroiditis, disseminated, 194 
„ snppvratiye, 197 
Choroido-iritB, 107, 108 
Chroroo-pseudopeis, 231 
Chronic glaucoma, 122 
„ interstitial comeitis, 32 
„ ophthalmia, 3 
Cilia forceps, 832 
Ciliary muscle, paralysis of^ 28$ 
„ „ spasm of, 267 

„ staphyloma, 65 
Colour blindness, 231 
Coloboma of iris, 131 
Colloid degeneration of choroid, 201 
Concomitant strabismus, 276 
Congenital cataract, 138, 139> 

„ tumour of orbit, 400 ' 
Conical cornea, 56 

„ fy operations for, 5d 

ConjunctiTitis, aeute, 1 

foUicmlar, 22 
ConjunctiTa, diseases of, 1 

„ fibro-fatty tumours of, 28 
„ foreign bodies on, 72 
„ cysts of, 29 
„ cuticular, 24 

„ dislocation of lens beneath, 174 
„ eochymosis of, 29 
„ injuries of, 29 
„ lacerations of, 80 
„ pemphigus of, 25 
„ warts 0^ 29 
Consecutive or secondary glaueema, 124 
Convergent strabistQua, ^Ir 
CoredialjBii. 104 
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Cornea, diseases of, 31 

„ abrasions of, 75 

f, calcareous film of, 54 

„ conical, 56 

„ fistuUt of, 50 

„ nebula of, 51 

„ leucoma of, 52 

„ opacity of, from lead, 53 

„ staphyloma of, 61 

}, „ partial, 61 

»f „ complete, 63 

I, ulcers of, 43 

„ „ chronic vascular, 49 

„ „ superficial, 44 

}, „ „ nebulous, 44 

}> „ „ transparent, 45 

„ „ deep, 46 

„ „ ,, crescentic or chiselled, 47 

„ „ ,, sloughing, 46 

„ injuries of, 72 

„ abscess of, 37 

„ foreign bodies on, 72 

„ paracentesis of, 38 

„ penetrating wounds of, 76 

„ tattooing the, 53 
Comeitis, 31 

„ chronic interstitial, 32 
„ diffuse suppurative, 36 
,, general treatment 0^ 34 
„ marginal, 39 
,, strumous, 34 
Comeo-iritis, 43 
Cortical cataract, 139 
Couper, Mr., on astigmatism, 268 
Gritcbett's canaliculus director, 822 
„ operation for iridodesis, 103 
„ „ divergent straJ>i8mu8, 283 

„ spoon for traction operation, 150 
Crossed diplopia, 288 
Cup, atrophic, 219 

, , glaucomatous, 120 

,, physiological, 121 
Curette, 143 

Cuticular conjunctiva, 24 
Cyclitis, 66 
CysticercuB on iris, 93 
Cystoid cicatrix, 160 
Cystotome, Graefe's, 148 
Cjgta o{ conjunctiva, 29 
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Cysts of irii, 92 

„ lachrymal gland, 825 
„ retina, 198 
„ eyelid, 856 
„ sebaoeoos, 858 



DAORTO-ADENinS, 824 
Daoryo-eystitis, 819 
Dacryops, 825 

„ fistnloBiifl, 825 
Datorine, sulphate of, 95 
Deposits of bone on choroid, 199 
Dermoid tnmonrs of cornea, 28 

„ cysts, 858 
Descending optic neuritis, 211 
Detachment of retina, 188 
Diabetic cataract, 187, 162 
Dichromic Tision, 281 
Dieffenbach's operation for ectropion, 844 
Diffuse suppurative comeitis, 86 
Diplopia, 288 

„ crossed, 288 

„ homonymous, 288 
Diphtheritic ophthalmia, 18 
Direct examination with ophthalmoscope, 242 
Diseases of accommodation, 247 

,, choroid, 194 

,, conjunotiTa, 1 

„ cornea and sclerotic, 81 

„ crystalline lens, 187 

„ eyelids, 329 

„ frontal sinus, 407 

„ iris, 82 

„ lachrymal appaiatvs, 815 

„ optic nerre, 211 

„ orbit, 872 

„ retina, 177 

„ vitreous, 181 

Dislocation of lens into anterior chamber, 170 

„ „ vitreous, 172 

I, „ beneath conjunctiva, 174 

M »» partial, 175 

Disseminated choroiditis, 194 
Distension of frontal sinus, 407 
Distichiasis, 881 
Divergent strabismus, 277 
Dixon, Mr., on gnAulai lids, 19 
Daboisine, tnilpYialQ oi^ ^^ 
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ECCHTMOSIS of coDJtmctiYa» 29 
„ eyelids, 860 

Retropion, 340 

„ from pundent ophthalmia, 6 
„ treatment of, 841-848 
Eczema of eyelids, 831 
Embolism of central artery of retina, 192 
Entropion, 836 

„ chroniCi 387 
„ spasmodic, 336 
„ treatment, 337-840 
„ Burow's operation for, 338 
Epicanthns, 860 
Epiphora, 315 

„ canses of, 315 
„ from obstruction by tumours, 821 
Episcleritis, 71 
Epithelioma of eyelid, 354 
Eserine, sulphate o^ 99 
Excision of eye, 311 
Exophthalmic goitre, 392 
Exophthalmos, 872 

Extraction of cataract. See CSataract^ Treatment of 
Exudative choroiditis, 194 
Eye, excision of, 311 
„ rupture of, through sclerotic, 78 
Eyelashes, operation for the removal o( 332 
Eyelids, diseases of, 329 
,, abscess of, 361 
,, blepharospasm, 351 
„ distichiasis, 331 
„ ecchymosis of, 360 
,, ectropion, 340 

,, „ operations for relief of^ 341-848 

„ eczema of, 831 
„ entropion, 386 

„ ,, operations for relief of, 387-840 

,, epicanthus, 360 
,, epithelioma of, 854 
„ hordeolus, 330 
,, nictitation, 353 
,, paralysis of orbicularis, 350 
„ ptosis, 848 
,, rodent cancer of, 354 
„ syphilitic ulcers of, 358 
„ tinea tarsi, 329 
„ trichiasis, 331 
„ tumours of, 356 
„ I18BVU8 of, 357 
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Eyelids, ianal cysts of, 356 
,, woands of, 862 
„ xanthelasma palpebramm, S59 

"PIBRO-FATTY tumours of conjunctiva, 28 
-^ Field of vision, to ascertain the, 235 

M „ map out the, without a perimeter, 236 

Fine needle, 141 
Fistula of cornea, 50 

if lachrymal gland, 325 
„ „ sac, 820 

Flap extraction of cataract, 147 

„ „ accidents during, 119 

Fluid cataract, 162 
Fluidity of vitreous, 134 
Focal illumination of ^ye, 243 
Forceps, eanular, 169 
„ cilia, 882 
„ iris, 100 
„ Snellen's eyelid, 883 
Foreign bodies on conjunctiva, 72 
„ cornea, 72 

„ In orbit, 376 

„ in vitreous, 185 

„ within the eye, 302 

Formulary, 415 

Fourth nerve, paralysis of, 296 
„ anatomy of, 296 

Fractures of orbit, 375 
Frontal sinus, distension of, 407 
„ causes of, 408 
„ symptoms of, 411 
„ treatment of, 412 
„ sinuses, anatomy of, 407 
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riLAUCOMA, 118 

^^ „ acute inflammatory, 119 

„ chronic or simple, 122 

„ consecutive or secondary, 124 

„ intermittent, 123 

„ occasional complications of, 125 

„ pathology of, 126 

„ premonitory symptoms of, 119 

„ traumatic, 125, 164 

Glaucomatous cup, characteristics of, 120 
Glioioa of the retina, 206 
CfJob , to ascertain tension of, 129 
„ involuntary oscVWaWoua ot^ %Q0 
„ protrusion of, ^7% 
Goitre, exophthalmic, ^^2 
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Gonorrhoeal opbtbalmia» 8 

Gouty iritis, 88 

Graefe's operation for strabismas, 280 

„ knife for cataract, 151 

,, modified linear extraction operation, 151 
Granalar lids, 15 

„ ophthalmia, aeate, 17 
GrannlationSy tracbomatons, 15 
„ follicalar, 22 

„ papilliform, 22 

Ghuves's disease, 892 
Gunpowder, injuries from, 309 

TJARD cataract, 188, 145 

■^^ Hsemorrhage into anterior chamber, 103 

„ between choroid and retina, 203 

„ „ ,, sclerotic, 204 

„ into the vitreous, 136, 204 

Hemiopia, 223 
Herpes zoster frontalis, 369 
Homatropine, hydrobromate of, 95 
Homonymous diplopia, 288 
Hooks for strabismus, 279, 280 
Hook, Tyrreirs, 102 
Hordeolus, 330 

Horn spatula for ezcbion of eyelashes, 334 
Hyalitis, 131 

„ simple, 131 
„ suppurative, 132 
Hydrophthalmia, 60 
Bypersemia of retina, 177 
Hypermetropia, 255 

„ absolute, 256 

„ acquired, 255 

,, facultative, 256 

„ latent, 256 

,, manifest, 256 

,, ophthalmoscopic appearances in, 258 

,, original, 256 

„ peculiarities of eye in, 258 

,, results of, 259 

„ relative, 256 

,, to ascertain the degree of, 257 

„ treatment of, 257 

Hypopion, 87 

INDIRECT examination with ophthalmoscope, 241 
Infantile cataract, 138, 140 
JjDfammatioii of choroid, 194 
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InflAiDination of ciliary body, 66 

cornea, 81 
iris, 82 

lachrymal gland, 824 
„ sac, acate, 319 
„ „ ehronie, 316 
optic nerve, 211 
retina, 178 
vitreous, 131 
Ii^uries of eyelids, 860 

eye from boms and scalds, 306 
gunpowder, 309 
lime, 804 

mortar and plaster, 805 
percussion caps, 309 
small shot, 310 

strong sulpharic and nitric acids, 3( 
vinegar or weak acids, 808 
choroid, 208 
conjunctiva, 29 
cornea and sclerotic, 72 
iris, 108 
lens, 168, 170 
optic nerve, 238 
Inoculation for cure of granular lids, 20 
Intermittent glaucoma, 123 
Interstitial comeitis, 32 
Intraocular tumours, 205 
Involuntary oscillations of globe, 800 
Iridectomy, operation o^ 99 

„ knife, 99 
Irido-choroiditis^ 107 
Iridodesis, 108 
Iridodonesis, 180 
Iris forceps, 100 
diseases of, 82 
coloboma of, 181 
cystioercus on, 98 
cysts oi^ 92 

functional derangements of, 93 
iiguries to, 103 
melanotic sarcoma of, 98 
operations on, 99 
prolapse o^ 105 
tremulous, 130 
Iritis, 82 

general symptoms of, 88 
gouty, 8S 
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Iritis, rheumatic, 86 
,, secondary, 83 
„ serous, 89 
„ suppuratiye, 90 
„ qrphilitio, 85 
„ traumatic, 90 

JEQUIEITY seeds, 21 

TTEEATITIS, 81 



IV 



>> 



punctata, 89 



Eerato-globus, 60 

Keratome, 99 

Eeratonjxis, 140 

Knife, cataract, for flap extraction, 1 47 

,, Ghraefe*s, for cataract, 151 

,, secondary, for cataract, 148 

,, Weber's, for slitting up canaliculus, 822 

T ACEEATIONS of conjunctiva, 80 
•*^ Lachrymal apparatus, diseases of, 815 

„ gland, diseases of, 324 
,, „ chronic enlargement of, 326 

„ „ cysts of, 325 

„ „ hypertrophy of, 326 

,, „ inflaramation of, 324 

,, „ fistula of, 825 

„ „ remoTal of, 328 

,, „ sarcoma of, 827 

„ sac, acute inflammation of, 319 

,, ,, chronic inflammation of, 316 

„ „ fistula of, 320 



„ stricture of, 316, 817 
obliteration oi^ 822 

Lagophtbalmos, 350 

Lamellar cataract, 138 

Lateral illumination of eye, 243 

Lens, crystalline, diseases, of, 187 
„ „ dislocation of, into anterior chamber, 170 

„ „ ,, „ Yitreous, 172 

„ „ ,, beneath conjunctiva, 174 

,, partial dislocations of, 175 

Lenses, metrical system of numbering, 271 

Leucoma of cornea, 52 

Levator-palpebrse, paralysis of, 348 

Liebreich's operation for strabismus, 281 
„ „ cataract, 154 

Lime^ injuries from, S04 
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lanear extraction of catanct, 141 

Lippitudo, 829 

Lodgment of foreign bodies in the eye, 302 

lifAGNAMABi'S operation for eatazaet, 155 
-^^ Marginal eomeitis, 39 
Meibomian cysts, 856 
Melanotic sarcoma of choroid, 209 

„ „ iris, 98 

Metrical system of numbering glasws, 271 
Miners' nystagmus, 800 
Modified linear extraction, 151 
Moorfields* operation for strabismus, 279 
Mortar, injnries from, 305 
Mucocele, 816 
MusosB Yolitantes, 182 . 
Mydriasis, 98 
Mydriatics, 94 
Myotics, 98 
Myopia, 249 

„ complications o^ 254 

,, general directions for, 255 

,, „ rules for selection of glasses in, 253 

„ ophthalmoscopic appearances in, 250 

„ treatment of, 251 
Myosis, 96 

^W'JEVUS of eyeUd, 857 
'^ „ Tenons, of orbit, 890 
Necrosis of orbit, 882 
Nebula of cornea, 51 
Needle, broad, 148 
„ fine, 141 

,, operation for capsular opacities^ 167 
Nephritic retinitis, 180 
Neuritis, pathology of, 214 
Neuro-retinitis, 216 
Nictitation, 853 
Night-blindness, 229 
Nuclear cataract, 145 
Nyctalopia, 229 
Nystagmus, 800 

„ miners*, 800 

„ Yoluntary, 301 







Onyx, ST . * ^.v 
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Opacity of cornea from lead, 58 
Opacities of capsule of lens, 166 

„ viti-eoos, 133 

Opaque optic nerve fibres, 239 
Operations. See Separate Headings 
Ophthalmia, catarrhal, 1 
„ chronic, 8 

„ diphtheritic, 13 

„ gonorrhoeal, 8 

„ granular, 15 

„ neonatorum, 4 

phlyctenular, 40 
purulent, 7 
„ „ of newly bom infants, 4 

• > „ contagious, 7 

„ scrofulous, 40 

,, sympathetic, 110, 111 

Ophthalmitis, 197 
Ophthalmoscope, the, 240 
„ fixed, 240 

„ how to work with the, 240 

„ direct examination with, 242 

„ indirect examination with, 241 

Optic nerve, diseases of, 211 
„ atrophy of, 218 
„ „ from tobacco, 221 

„ fibres, opaque, 239 
„ injuries of, 238 
„ senile atrophy of, 219 
„ tumours o^ 237 

Optic neuritis, ascending, 216 
,, descending, 211 

Orbicularis, paralysis of, 350 
Orbit, abscess of, 372 

acute inflammatoiy exudation into, 406 * 

aneurisms of, 380 

caries of, 382 

congenital tumours of, 400 

foreign bodies in, 876 

fractures of tbe bones of, 875 

nsevus, yenous, of, 390 

necrosis of, 382 

penetrating wounds of, 380 

periostitis of, 380 , 

tumours o£^ 395 

„ 1. Those which originate within orbit, 395 

„ 2. Those which commence within eye, 899 

„ 8. ThosewhichoTi^ii«k\<feV«!3^-^J^«^^«^s^>N»C^^ 

„ bony and carUVag^Tio^oA, ^^1 
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Orbit, cysts of, 396 

„ fibrous tnmonrs of, 897 

„ reourrent fibroid tumours o( 898 
Orbital tamoors, treatment o( 401 
Oscillations, inyolontary, of globe, 800 

PAGENSTEOHRE'S operation for cataract^ 155 
^ Panophthalmitis, 197 
PapiUitis, 211 
Paracentesis of cornea, 38 
Paralysis of ciliary muscle, 286 

„ ail the ocular muscles, 298 

„ fourth nerve, 296 

„ sixth nerre, 297 

„ third nerye, 294 

„ portio dura of seventh nerye, 350 

„ external rectus, 297 

„ inferior rectus, 296 

„ internal rectus, 296 

„ superior rectus, 296 

„ „ oblique, 296 

„ levator palpebne, 348 

„ orbiculiuis, 850 

Paralytic affections of muscles of eye, 291 

„ f> „ from intra-cranial disease, 292 

„ intra-orbital disease, 292 
„ blood-poisoning, 293 
„ reflex irritation, 293 
treatment of, 298 
the eyelids, 348 
Pathology of conical cornea, 57 

„ glaucoma, 126 

„ neuritis, 214 

Pemphigus conjunctiysB, 25 
Penetrating wounds of cornea and sclerotic, 76 

„ „ orbit, 380 

Percussion caps, injuries from, 809 
Perimetry, 235 
Periodic strabismus, 274 
PeriostitLB of orbit, 380 

„ „ acute, 382 

„ „ chronic, 880 

Peritomy^ 28 

Physiological cup of optic nerye, 121 
Phlyctenular ophthalmia, 40 
Pilocarpine, nitrate of, 99 
Pinguecula, 28 
Plaster, injurieB from, WS 
Posterior staphyloma oi Bd«co>Afi, \^*1 « *l^^ 
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Presbyopia, 259 

„ treatment of, 260 

Pricker for cataract operations, 148 

Primary iritis, 82 

Prisms, action and uses of, 288 

„ to ascertain the presence of binocular vision, 289 
„ to test the strength of the muscles of the eye, 289 
„ to wear as spectacles to correct diplopia, 291 

Prolapse of iris, 105 

Proptosis, 872 

Pterygium, 26 

Ptosis, 348 

Pulsating exophthalmos, 387 

Pupil, artificial, 101 

Purulent ophthalmia of newly born infants, 4 

Purulent or contagious ophthalmia, 7 

Pyramidal cataract, 161 

'DEFRACTION, anomalies of, 247 
•*^ Repositio ciliorum, 334 
Retina, diseases of, 177 

„ cysts of, 193 

„ detachment of, 188 

,, embolism of central artery of, 192 

,, glioma of, 206 

,, hypersemia of, 177 

,, tumours of, 206 
Kednitis, 178 

,, ' albuminurica, 180 

„ „ in pregnancy, 181 

,, apoplectica, 184 

„ pigmentosa, 187 

,, syphilitica, 182 
Retinal apoplexy, 184 
Retinoscopy, 243 
Rheumatic iritis, 86 
Rodent cancer of eyelid, 354 
Rupture of eye through sclerotic, 78 

SAMESCH'S operation for ulcer of cornea, 39 
Sarcoma of cornea and sclerotic, 81 
„ choroid, 207 

,, „ originating in lost eyes, 210 

,, lachrymal gland, 327 

Scissors for making artificial pupil, 103 
Sclerotico-choroiditis, posterior, 197, 249 
Sclerotic, diseases of, 31 

„ anterior stapbyloma of, ^^ 

„ poaterior stapbylomtk q(, \%*1 , ^V^ 

,9 penetrating wounds oi» 7^ 
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Sclerotie, inptare of, 78 
Sclerotomy, 128 
ScotomatA, 228, 285 
Scrofaloas ophthalmia, 40 
Sebaceous cysts, 858 
Secoodary cataract, 165 

„ „ knife, 148 

„ glaocoma, 124 

„ iritis, 88 
Senile atrophy of optic nerre, 21 d 

„ catoraet, 137, 146 
Serous iritis, 89 

Seton, in vascalar nicer of cornea, 49 
Shield for protecting eye in purulent ophthaloiia, 9 
Short sight. See Myopia. 
Sichers knife, 147 
SilTer style, 318 
Simple glaucoma, 122 
SixUi nerve, paralysis of, 297 

,, anatomy of, 297 

Small shot, injuries from, 810 
Snellen on astigmatism, 264 

„ eyelid forceps, 338 
Snow-blindne&s^ 231 
Soft cataract, 138 

„ operations for, 140-14 i 

„ solution operation for, 140 

,, suction operation for, 144 

Sparkling synckyns, 134 
Spasm of ciliary mujcle,. 287 
Speculum, spring-stop, 101 
Spoons for traction operation for cataract, 150 
Spud for removal of foreign bodies, 78 
Squint See Strabismus. 
Staphyloma, anterior, of sderotie, 65 

,, posterior, of sclerotic, 197, 249 

y, ciliary, 65 

,, of eomea, 61 

,, „ operations for, 64 

Strabismus, 274 

,, alternating or binocular, 274 

,., causes of, 275 

eoneomitant, 276 
convergent or internal, 276 
Critchett's operation for diTergenty288 

„ Tweedy's „ „ 284 

, , ^verg^nl ox ex\«ni^\^ ^77 
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Strabismus, hooks ased in operation for, 279) 280 

,, monocalar, 274 

,, Liebreich's operation for, 281 

,y Moorfields' operation for, 279 

,, paralytic, 291 

,f . periodic, 274 

,, primary deviation in, 275 

„ secondary deviation in, 276 

„ to note the extent of the, 275 

,, treatment of, 278 

Streatfeild^s operation for entropion, 839 
Striated cataract, 1 45 
Stricture of nasal duct, 317 
Strong acids, injuries from, 307 
Strumous comeitis, 34 
Suction operation for cataract, 144 
Suppurative corneitis, 36 

,, choroiditis, 197 

„ iritis, 90 

SymbiepharoD, 365 
Sympathetic irritation, 110 

,, ophthalmia, 110, 111 

Synehysis, 134 

,i scintillans, 134 
Syndectomy, 23 
Syphilitic iritis, 85 

„ ulcers of eyelid, 353 
Syringe for soft cataract, 145 



rilABSAL cysts, 356 

^ Tattooing the oomea, 53 

Taylor's spoon for cataract operation, 150 

„ operation for symblepharon, 368 
Teale*s, Mr. T. P., operation for symblepharon, 367 

„ „ suction operation, 144 

Tension of globe, to ascertain, 129 
TesUypes, 431 
Third nerve, paralysis of, 294 

„ ,, anatomy of, 294 
Tinea tarsi, 329 
Tobacco amaurosis, 221 
Trachoma, 15 

Traction operation for cataract, 149 
Traumatic cataract, 163 

,, treatment o£^ 164 
Traumatic iritis, 90 
Tremulous iris, 130 
Trephining eomea, operatvonQ^^ ^ 
Triohiasis, 831 
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Tuberclot in choroid, 202 
Tamoan of clioroid, 207 

„ conjaDCtiva, 28 

„ cornea and scleroiip, dermoid, 28 

,, eyelids, 356 

,, frontal sinna, 407 

,t iria, 93 

,9 optic nenre, 237 

„ orbit, 395 

,, retina, 206 

,, sebaceoas or dermoid, near orbit, 358 

Tweedy'a optometer for astigmatism, 265 

„ operation for divergent squint, 284 
Tyrrell's hook, 102 

TJLOBRS of eyelid, 353 
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epithelial, 354 
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rodent, 354 
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syphilitic, 853 




cornea, 43 
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chronic yascalar, 49 
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saperficial, 44 




>i 


„ nebulous, 44 
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„ transparent, 45 
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deep, 45 
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„ crescentio or chiselled, 47 
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„ sloughing, 46 
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"ITKNOUS naevus of orbit, 390 
^ Vinegar, iiguries from, 308 

Vitreous humour, diseases of, 131 

,f „ dislocation of lens into, 172 

fluidity of, 134 
foreign bodies in, 135 
haemorrhage into, 136, 204 
inflammation of, 131 
opacities of, 132-133 

Voluntary nystagmus, 301 

WARTS on ooDJunctira, 29 
*' Weak acids, injuries from, 308 
Weber's canaliculus knife, 322 
White atrophy of optic nerve, 218 
Wounds of eyelids, 362 

,, cornea and sclerotic, 76 

YANTHBLASBiA palpebrarum, 859 
-^ Xerophthalmia, 24 
Xerosis, 24 
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